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Case 1. Z.G., age 28, was admitted to St. Mary’s Hospital on 
November 12th 1907, complaining of an abdominal swelling and - 
much constitutional disturbance. 

She stated that she had first noticed the lump after her second 
confinement, but that it gave rise to no inconvenience at that time, 
or even during her third pregnancy. This pregnancy ended in a 
full-term natural labour, three months previous to admission. Two 
days after her confinement she felt very ill, with great weakness and 
nausea, and since then had been practically confined to bed. 

On admission she looked thin and pale; her temperature was 
normal, but the pulse rate was almost constantly 120. A smooth 
round mass could be felt in the lower part of the abdomen, almost 
central, and rising an inch and a half above the umbilicus. On 
vaginal examination the cervix appeared to be pulled up and attached 
to the mass felt in the abdomen. 

On opening the abdomen, November 16th 1907, the tumour was 
found to be closely adherent to the abdominal wall, and to the sur- 
rounding intestines. The adhesions were very firm, and some time 
and care were required in separating them. The tumour was then 
found to be a uterine fibroid, and supra-vaginal hysterectomy was 
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with them), is still greater than in Jung’s ovum owing to the absence of interming- 
ling of foetal and maternal structures. 

The uterine glands appear to offer considerable resistance to the destructive 
forces of the fcetal tissue, and in a few instances project as promontories into the 
intervillous space; but, eventually their walls are destroyed and hemorrhage occurs 
into some of them. This has been noted in connection with other young ova, and 
the author probably with justice regards it as of normal occurrence in the imbedding 
of the human ovum. 

The blood-vessels of the ‘‘Umlagerungszone”’ are less distended with blood than 
in the ova of Peters and v, Spee, possibly in consequence of the manner in which 
the specimen was obtained. On the other hand it seems not unlikely that there 
was an exaggerated congestion in both of these owing to the fact that they were 
obtained from the dead body in cases of poisoning. The wide sinus-like capillaries 
of the outer zone can be traced to small veins; but connection with adjacent arterial 
twigs could not be made out, so that it appears probable that the circulation in the 
neighbourhood of the ovum is very gentle. 

In the degenerating tissue many of the capillaries end blindly through under- 
going necrosis; but otherse communicate with the intervillous space. The capilla- 
ries in contrast to the glands seem to offer little resistance to the trophoblast, the 
processes of which are found projecting into them. Not infrequently endothelium 
and plasmodium are seen lying in apposition; but there is no sign of transition 
stages between them; eventually the endothelium suffers destruction like the other 
maternal tissues. By the opening of the capillaries many communications are 
formed between the maternal vessels and the intervillous space. 

In the interpretation of the appearances around the ovum we find another 
difference between Jung and Peters. Whereas the latter believed that he recognised 
proliferative changes and particularly the new-formation of blood-vessels in the 
‘* Umlagerungszone,”’ the former finds no definite evidence that new vessels are being 
formed. Moreover although mitotic figures are numerous in the outlying decidua 
they are entirely absent from the immediate neighbourhood of the ovum ;—degenera- 
tion is the characteristic of the maternal tissues in this situation. 

The embryonic rudiment shows as good preservation as the rest of the ovum; 
but, unfortunately two or three sections are missing and a reconstruction was there- 
fore not made. Mitotic figures are numerous in the ectoderm, which is very 
similar in appearance to that of Peters, consisting of a plate of columnar cells 
continuous as its margins with the flattened cells of the amnion. There is as yet 
no differentiation of primitive streak or blastopore in the germinal disc, which 
differs from that of Peters only in its greater size. It measures 0°25 mm, in 
diameter against 0°19 mm. in the case of Peters. The amnio-embryonic cavity is 
of lens-shape and there is no process projecting from it into the stalk as in the 
ovum of Beneke; but in the illustration the flattened cells appear to cease at the 
apex. 

The amnio-embryonic rudiment is enclosed in a thin layer of mesoblast, which 
on either side is split into two layers. That next the ectodermic rudiment is con- 
tinuous with its fellow of the opposite side forming a definite layer of mesoblast 
between the ectoderm and the yolk-sac. The wall of the yolk-sac is composed of a 
single layer of flat entoderm cells, which on the side next the germinal disc is 
closely applied to mesoblast, but at other parts is separated from it by a narrow 
space. There are no blood-vessels or signs of blood formation in the walls of the 
yolk-sac or in the connecting stalk (‘‘ Haftstiel ’’). 

This work makes it clear that there are now in existence three ova of approxi- 
mately the same stage as Peters’, all well preserved and obtained under favourable 
circumstances, and from the fact that they show the most exact correspondence in 
point of structure we seem to be justified in believing that they represent the 
normal. We have therefore a sure foundation on which to build criticism of 
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Case 1. Z.G., age 28, was admitted to St. Mary’s Hospital on 
November 12th 1907, complaining of an abdominal swelling and - 
much constitutional disturbance. 

She stated that she had first noticed the lump after her second 
confinement, but that it gave rise to no inconvenience at that time, 
or even during her third pregnancy. This pregnancy ended in a 
full-term natural labour, three months previous to admission. Two 
days after her confinement she felt very ill, with great weakness and 
nausea, and since then had been practically confined to bed. 

On admission she looked thin and pale; her temperature was 
normal, but the pulse rate was almost constantly 120. A smooth 
round mass could be felt in the lower part of the abdomen, almost 
central, and rising an inch and a half above the umbilicus. On 
vaginal examination the cervix appeared to be pulled up and attached 
to the mass felt in the abdomen. 

On opening the abdomen, November 16th 1907, the tumour was 
found to be closely adherent to the abdominal wall, and to the sur- 
rounding intestines. The adhesions were very firm, and some time 
and care were required in separating them. The tumour was then 
found to be a uterine fibroid, and supra-vaginal hysterectomy was 
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performed. Catgut sutures only were used in the abdomen, and 
the abdominal wall was closed with buried catgut and superficial 
silkworm-gut sutures. 

After the operation the patient had a rapid pulse for some days 
and the temperature occasionally reached 100°, but otherwise she 
made an uneventful recovery and was discharged in good condition 
on December 13th, 1907. 

The tumour had a distinctly offensive odour, and on section it 
was shown to have the appearance characteristic of red degeneration. 


Case 2. H.O., age 34 years, was admitted to St. Mary’s Hospital 
on December 6th, 1907, on account of pain and swelling in the 
abdomen. The pain first commenced five weeks before admission, 
after the patient had missed one menstrual period. A second period 
having been missed, she was examined by her doctor, and a tumour 
was discovered in the abdomen. As this grew very rapidly and the 
pain became very acute, she was sent to the hospital by her doctor. 
On admission there was a history of nine weeks amenorrhea, the last 
period having occurred on September 30th. A firm smooth mass 
could be found rising well above the pubes, and this mass seemed to 
be continuous with the cervix. The patient looked very ill; she had 
a drawn, anxious expression, and seemed to get no rest from the 
pain. Pregnancy with fibroid tumour was diagnosed. 

The abdomen was opened on December 7th 1907. and a smooth 
regular fibroid tumour of the uterus was discovered. The existence 
of pregnancy was rendered almost certain by finding a soft area on 
the anterior and upper aspect of the tumour, but hysterectomy was 
decided on and carried out. The reasons which influenced one in 
favour of the radical measure were partly the situation of the uterine 
cavity and the intramural nature of the tumour, but chiefly the 
general condition of the patient. Catgut and silkworm-gut sutures 
were used as in the previous case. 

On section, the tumour showed well-marked evidence of red 
degeneration, commencing in the centre of a typical fibroid. The 
tumour had developed in the posterior and lower part of the uterus, 
which contained a two to three months’ ovum. 

The patient made a good recovery and was discharged on January 
2nd 1908. This tumour, as well as that of Case 1, was given to 
Dr. Shaw for further investigation. 


Case 3. J.S., a married woman, aged 26, was sent to me by 
Dr. Harrison, of Stockport. She was confined of her first child in 
October 1908—3 months before I saw her. After the confinement 
Dr. Harrison discovered a swelling in the lower part of the abdomen 
and drew the patient’s attention to it. For some weeks it did not 
seem to alter in size, but latterly it had been increasing rather 
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Fig. I. From Case No, 3. Shows large vessel filled with 
fibrin. (Low power.) Stain ‘* Weigert’s fibrin method.”’ 


Fig. Il. From Case No. 1. Shows a large vessel containing 
a thrombus and with a large collection of fat droplets around it. 
The thrombus also shows a few droplets of fat. (Low power.) 
Stain ‘* Weigert’s myelin method.” 


4 
g 
q 
“3 
q 
« 


; 
Be 
| 
| 
| 
| 
3 


Fig. III. From Case No. 2. Shows vessel containing masses 
of staphylococci. (Oil emersion.) Stain ‘* Gram’s.”’ 
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rapidly. Her general health was not so good. She felt weak and 
unfit for any exertion. There had never been any disturbance of 
menstruation, which was regular, normal in quantity, and not 
painful. There was no leucorrhea. 

On examination, the patient was pale and looked ill. <A soft 
tumour was found, continuous with the cervix and rising in the 
abdomen as high as the umbilicus. 

The patient was admitted to St. Mary’s Hospital, and the opera- 
tion was performed on January 20th, 1909. The tumour exposed 
closely resembled in size, shape and consistencc,asix months’ pregnant 
uterus. The enlargement was very uniform, so that any enucleation 
operation was out of the question and hysterectomy was performed. 
The patient made a good recovery. 


In reviewing the history of these cases, it may be noted that 
all were connected with pregnancy. 

In Case 1, the tumour had evidently been present during the 
pregnancy, and the serious symptoms commenced two days after 
confinement. In this case the pain was not prominent, but the 
patient was obviously ill, and her symptoms suggested a form of 
toxeemia. 

In Case 2 the acute symptoms arose during the course of preg- 
nancy. There was rapid increase in the size of the uterus, and pain 
was the most prominent symptom. The pain seemed to be more 
severe than could be accounted for merely by pressure or weight, 
and it seems to be a point of some importance to investigate whether 
the occurrence of red degeneration in a fibroid associated with 
pregnancy is always accompanied by greater pain than would have 
been the case had no red degeneration been present. 

While there was not the marked evidence of toxemia in this case 
that was found in Case 1, the patient was, nevertheless, ill, and her 
appearance suggested that there might be some absorption of toxic 
products. 

The history, symptoms and physical signs, in Case 3, all reminded 
me of Case 1. The general health was not so profoundly affected as 
in that case, nor was the tumour adherent, but I advised operation 
because the tumour was undoubtedly a fibroid and there was good 
reason to believe that degenerative processes were occurring in it. 

The early age at which the tumour had developed was a further 
indication for the operation. 


One Case sy W. K. Watts, M.B. 


S.W., was admitted to St. Mary’s Hospital on July 13th 1908. 
She was 39 years of age and had had three pregnancies, the last 
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being 10 years ago. Menstruation had been normal up to three years 
ago, but from this date had become more and more excessive. She 
first noticed a lump in her abdomen in September 1907, which 
quickly and regularly grew until, on admission, it extended from 
the pelvis to a point two inches above the umbilicus. The patient 
had no symptoms of toxemia and only complained of the menorrhagia 
and the pressure effects, especially difficulty in micturition. 

The tumour, which moved with the cervix, was regular, smooth, 
elastic and solid, and extended from the posterior fornix to above the 
umbilicus, filling the pelvis and hypogastrium and extending into 
the iliac regions, but was quite movable. 

On July 16th 1908, supravaginal hysterectomy was performed, 
no special difficulty being encountered and the patient made an un- 
interrupted recovery. 


One By ARNoLD W. W. Lea, M.D., B.S., F.R.CS. 


E.B., age 33, was admitted into St. Mary’s Hospital on February 
11th 1908, on account of placental retention following a miscarriage 
at 4 months. The patient had been married 10 years and became 
pregnant in November 1907 for the first time. 

On February 9th 1908, she began to have hemorrhage from the 
uterus with pains: this was speedily followed by expulsion of a four 
months’ fetus. The placenta did not come away spontaneously. A 
portion of it was removed by hand, but great difficulty was met with 
in reaching the cavity of the uterus. 

On admission to Hospital, 48 hours later, the patient was 
extremely anemic. The temperature was 101° and the pulse 128. 

Examination showed that the uterus was the size of 6 months’ 
gestation. The cervix was patulous and the uterine discharge was 
offensive. 

It was decided to explore the cavity of the uterus under 
anesthesia. This procedure was very difficult owing to the presence 
of a myoma which projected into the lower portion of the uterine 
cavity. A considerable mass of decomposing tissue was removed and 
the cavity irrigated and packed with gauze. 

This was followed by some amelioration of the general condition, 
though the temperature still rose to 100° each evening, and the pulse 
did not go below 100 in the minute. 

The uterus did not appreciably diminish in size and was tender 
on pressure. The discharge was also purulent and offensive. 

The patient continued to improve until March the 1st—twenty 
days after admission. On this day the temperature rose rapidly to 
103° with quickening of the pulse to 128. This was accompanied by 
profuse sweating and the general symptoms of infection. The 
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uterine tumour was now distinctly painful and sensitive on palpa- 
tion. The secretion was now scanty and still slightly offensive. 

It was evident that the patient was suffering from toxemia, the 
result of infection of the myomatous tumour. It was therefore 
decided to perform abdominal hysterectomy without delay. The 
operation was carried out on March 5th. The cervix was, previously 
to opening the abdomen, carefully closed by sutures. The operation 
presented no unusual feature. There were no adhesions or any sign 
of peritoneal infection. 

- A complete pan-hysterectomy was performed. 

Recovery was uneventful and it was striking to note the rapid 
improvement which followed the removal of the uterus. The tem- 
perature on the same evening had fallen to normal, and never rose 
again beyond 100°. 

The case was thus one of pure toxemia arising from infection of 
a myoma. 

Examination of the specimen shows that a single submucous 
myoma occupied the greater part of the uterine cavity. The area of 
placental attachment can still be traced and was situated over the 
portion of the tumour which projected into the uterine cavity. 
Infection had evidently occurred at this point. 

The tumour on section presented a deeply red colour and had 
undergone the characteristic changes associated with “carneous or 
red” degeneration. 


It is clear from the account of the cases just described that the | ¥ 
outstanding clinical features were pain and rapid enlargement of 
the tumour. In two of them there were also symptoms due to 
toxemia which, as we shall subsequently show, was of bacterial 
origin. 

Two cases differ essentially from the others. Though to the 
naked eye the tumours had a red appearance, they were found on 
examination to be provided with bloodvessels, not only numerous, 
but also much dilated. In some areas indeed this arrangement 
might well be described as angeiomatous. The redness in these cases 
was due therefore to the original structural formation of the tumour. 
In the other cases, however, in which this vascular arrangement was 
absent, these changes, of which redness was an essential part, require 
some further explanation. 

The notes of the macroscopical appearances of the tumours were 
as follows :— 

No. 1. (Dr. Donald’s case.) The specimen consists of a smooth 
regular tumour, which weighs 2 lb. and measures 6 in. by 6 in. by 
3}in. It is solid and elastic except at one spot, where fluctuation 
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can be detected. A section through the specimen, including the 
cystic portion, shows it to consist of a uterus removed by supra- 
vaginal hysterectomy, one side of which is greatly increased in size 
owing to the presence of an interstitial fibroid, while the uterine 
cavity is distended to accommodate a two months’ fetus which has 
given rise to the fluctuant spot on the exterior of the specimen. 

The interstitial fibroid is deep red in colour throughout, and is 
sharply differentiated from the white thin uterine wall which is 
stretched over it. It is somewhat softer than the ordinary fibroid, 
and while it shows no defined areas of necrosis, the typical whorled 
appearance of a fibroid is somewhat lost. Scattered over its surface 
and under its capsule are numerous small black patches, indicating 
thrombosed vessels; there are also many small irregular, dirty yellow 
areas, which give the appearance of fatty degeneration. 

No. 2. (Dr. Donald’s case.) The specimen consists of a smooth, 
regular tumour, with engorged veins running over its surface, which 
was also at the time of operation covered by a layer of thick creamy 
exudate: it weighs 2 lb. 60z., and measures 6} in. by 4in. by 4in., 
and is of a firm consistency. A section through the specimen shows 
it to consist of a uterus, removed by supravaginal hysterectomy, the 
cavity of which is somewhat longer than normal, while one wall is 
much increased in size owing to the presence of a large interstitial 
fibroid. This fibroid is deep red in colour on its outer side; the 
colour spreads over the tumour but gradually becomes less intense, 
until, on its inner side, bordering on the uterine cavity, the red 
colour is lost and a small area of normal fibroid tissue is seen; there 
are also many small dark spots to be seen over its surface, indicating 
the position of thrombosed blood vessels. The tumour is somewhat 
softer than a normal fibroid, but shows no definite areas of necrosis. 

No. 3. (Dr. Walls’ case.) The specimen consists of a regular, 
hard tumour with swollen vessels coursing over it; it weighs 4 lb. and 
measures 8in. by 6in. A mesial section shows it to consist of an 
interstitial fibroid with a small amount of uterine tissue spread over 
it. One side of the tumour is coloured a deep red: commencing at 
the periphery as a black red it gradually becomes light red and then 
still lighter until, about the centre of the tumour, this colour is 
entirely lost, the remainder of the specimen having the usual appear- 
ance of a nondegenerating fibroid. Dark spots scattered throughout 
the reddened area, and under the capsule, indicate the positions of 
thrombosed bloodvessels. The tumour is firm and shows no signs of 
localised necrotic softening. 

No. 4. (Dr. A. W. W. Lea’s case.) This specimen consists of an 
enlarged uterus whose front wall has been dissected away to display 
a large, deep-red-coloured, submucous fibroid, which measures 4 in. 
by 4in. A section through the fibroid shows it to be reddened 
throughout, but without any evidence of definite areas of necrosis. 
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Case 5. (Dr. Donald’s third case.) This specimen consists of a 
uterus, with both tubes and ovaries attached, removed by supra- 
vaginal hysterectomy. The uterus is regular in shape, very soft in 
consistence, so much so as to give the impression of containing fluid, 
and it is enlarged so as to measure 53 in. long by 53 in. wide by 53 in. 
thick. 

On bisecting the specimen it is seen to consist of a uterus with a 
somewhat enlarged cavity and with its left wall much enlarged by 
an interstitial fibroid. This fibroid is very soft and of a red colour 
on the outer side, the colour gradually fading away about the centre, 
leaving the inner part of the tumour uncoloured. 

It may be pointed out here that authors differ in regard to 
the relation of this condition to the occurrence of pregnancy. 
Cases have been described by Fairbairn, Bland-Sutton, Doran, 
Purslow and McCann, which have occurred during pregnancy. 
Taylor, on the other hand, found that in a series of 15 cases only two 
of them showed this association, and he accordingly regards it as of 
secondary importance. Of the series we have investigated, three out 
of four were associated with pregnancy. 

As regards necrosis and softening visible to the naked eye, 
Fairbairn and Taylor both attach importance to its presence in the 
central area of the tumour in which red degeneration occurs. In 
none of the specimens we examined was this central necrosis specially 
marked. The tumours were all softer than the ordinary non- 
degenerating fibroid, but the areas of necrosis were illdefined to the 
naked eye, irregularly distributed, and there was no marked soften- 
ing. One specimen, No. 4, a submucous fibroid, removed a few days 
after delivery, had this deep red colour throughout, the peripheral 
parts being involved equally with the centre; another, No. 1, from 
a uterus which contained a two months’ pregnancy, had a similar 
appearance. Of the others there was in one case (No. 2) red degenera- 
tion over the greater part of the tumour, and in the other (No. 3) the 
red colour, which was seen well marked at the outer border, did not 
extend beyond a line through the centre of the tumour. All these 
tumours at the time of removal had the stale fish odour, which has 
been observed in similar cases by Freund, Fairbairn and Taylor. 

The histological examination of the tumour tissue was carried 
out by frozen and paraffin sections. For comparison we also examined 
sections from three uterine fibroids which showed no signs of red 
degeneration. Of these one was the ordinary fibroid, firm and tough, 
with no vascular change, degeneration or necrosis; another was 
softened considerably but showed no red patches, while the third 
was almost entirely cystic from necrotic softening. 

The first point to investigate was the possible relation of the 
redness to the extravasation of blood either recent or of old standing. 
The sections gave no evidence of the presence of recently extravasated 
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red corpuscles so generally distributed as to explain the colour. As 
regards old extravasation we searched for the presence of hemosiderin 
or free iron by the Prussian blue reaction, but we failed to get any 
evidence that this had occurred. 

Another suggestion which has been made by several investigators 
is that embarrassment of the circulation in these tumours, with 
possibly thrombosis, might account for the appearance. So far, 
however, we have not seen any definite evidence brought forward in 
support of this theory. Roberts, who speaks most definitely in sup- 
port of this point says that “this condition represents degeneration 
and blood stasis: probably it is a sort of thrombosis much the same 
as in an ovarian cyst with a twisted pedicle.” Fairbairn, however, 
finds that there is only congestion of blood spaces, and in one or two 
of his sections there was an area of hemorrhage in which the fibre 
bundles are separated by masses of blood cells, but these vascular 
changes were by no means a prominent feature in the sections, and 
in the majority were not seen at all. 

We examined sections from the reddened areas and from 
areas which still remained of the ordinary colour, and also 
sections from the three control specimens which were entirely 
free from red colour. The sections were stained by Weigert’s 
fibrin method and showed in each case thrombosed vessels in 
the red areas, but none in the areas where this red colour was 
absent. In many of the sections practically all the vessels, even to 
the minute branches, were affected. There was no marked leucocytic 
infiltration round these vessels to indicate that an inflammatory 
irritant was at work in them. In some cases in the fibrinous mesh- 
work of the thrombus there could be seen a few wandering cells, 
containing in their protoplasm granules of fat apparently derived 
from degenerating muscle bundles in their neighbourhood. We did 
not find any evidence of proliferation of the vascular endothelium nor 
of organisation of the thrombus. In such circumstances it is difficult 
to come to any conclusion as to the age of the thrombosis, but in the 
facts we have been able to discover there is nothing to contradict the 
hypothesis that the condition is associated with thrombosis through- 
out. The occurrence of thrombosis would lead to an increase in the 
size of the tumour from vascular engorgement and edema of the 
tissues, and this might naturally be regarded as the explanation of 
the pain which was observed to accompany the increase in size. As 
regards the cause of this thrombosis we have not been able to come 
to any conclusion. In cases of pregnancy, obstruction of the circula- 
tion might arise from pressure due to the enlargement of the uterus. 
The occurrence of thrombosis in the puerperium might be associated 
with the increase in coagulability of the blood which is said to occur. 
This branch of the subject, however, requires further investigation. 
Degeneration and necrosis. The tissue in which thrombosis takes 
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place is not of the ordinary myomatous type in any of these speci- 
mens. The strands and bundles of muscle fibres are found to be in 
a condition of atrophy and degeneration and have, over considerable 
areas, disappeared completely. The process of disappearance is 
accompanied by fatty degeneration, and droplets of fat are to be seen 
in the substance of the muscle fibres. These, however, do not reach 
a large size, but are removed by wandering cells and by way of the 
lymph stream in which the fat sometimes becomes deposited in the 
form of needle-shaped crystals. In one of the tumours the crystalline 
deposits in the lymph spaces were exceedingly plentiful, but in the 
others there was comparatively little fat except that which is liquid 
at ordinary temperatures. 

The place of the fibres which had disappeared was taken by a 
homogeneous substance, which stained faintly with eosin, but 
otherwise presented no histological characters. This seems to 
consist of the débris of the atrophied tissue, and is related to 
the material deposited in the hyaline form of degeneration 
both in its appearance and in its acid staining, but this 
relationship is far from being marked, and from its lack of 
residuum of the wasted tissue. It is seen in the first instance in the 
neighbourhood of the bloodvessels, and frequently a bloodvessel with 
a healthy wall is seen surrounded by an area of homogeneous material 
and separated by it from the muscular bundles which have not yet 
been attacked. The wasting process, however, proceeds, and the 
muscle bundles gradually disappear. Finally, this homogeneous 
material softens and is replaced by a clear straw-coloured liquid. 
At this stage the myoma contains the well-known pseudocysts due to 
necrosis. In the tumours we have examined, where red coloration 
has occurred, this process of necrosis has been present: but, as we 
have seen, while it has developed so far as to give a general character 
of softening to the tumour, the change has never been advanced, and 
no definitely localised areas of softening, visible to the naked eye, 
have been seen in these specimens. Further obsrvations will be re- 
quired to determine whether red degeneration ever occurs apart from 
this process of necrotic softening. We cannot as yet attach great 
importance to the association of these two processes since necrotic 
softening at some stage is an exceedingly common structural change 
in myomata. 

We paid special attention to the presence of fatty degeneration in 
the reddened tissue. We found fat present in considerable quantity 
in the breaking down fibres and in the wandering cells in the neigh- 
bourhood, and in similar cells round the thrombosed vessels. Similar 
cells are found also in the lymphatic vessels, and in some instances 
crystals of fat are seen lying free as bundles of needles amongst the 
coagulated lymph. Such crystals are most easily detected if the 
sections are examined by polarised light. The amount of fat was 
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probably somewhat increased by the delay in absorption which had 
occurred as a result of the thrombosis. In all cases of necrosis in 
the tumours which we have examined we have found fat globules 
present, though it may be in small traces only. We are inclined, 
therefore, to look upon the increase of fat in the reddened tissue not 
as an indication of increased activity in breaking down but rather 
as pointing to an arrest in absorption. On this point, however, 
further investigation is required. Very little is known generally 
regarding the occurrence of fat in the degeneration of the muscle 
bundles. 

In two of our cases where there were symptoms of toxemia 
(Nos. 2 and 4), we found bacteria present. In No. 2 masses of 
staphylococci were found in the bloodvessels in the periphery of the 
tumour. We also found an active leucocytosis round the vessels. 

In No. 4 we found diplococci in the spaces round the vessels. 
In none of the others did we find bacteria or leucocytosis present in 
any of the sections. 

No cultures were made, as the specimens had been in Kaiserling’s 
fluid at the time we took up the investigation. 

We conclude that the bacterial infection is secondary to the 
occurrence of the thrombosis. As a result of the blocking of the 
circulation by the thrombi the tissue passes into a condition of in- 
farction and becomes liable to subsequent infection but, since bacteria 
are absent from some of these cases, we must regard this invasion as 
a secondary change. At the same time it is clear that such infection 
gives to the case the definite clinical form of toxemia. 

From cases of thrombosis we must distinguish those in which the 
bloodvessels are specially abundant and approximate to the condition 
which Virchow originally described as angeiomatous degeneration. 
This vascular change may be present to such a degree that the tissue 
has considerable naked-eye resemblance to the redness associated 
with thrombosis. 

While examining these cases of red degeneration we came across 
two such specimens. One (shown by Dr. Donald at the October 1908 
meeting of the North of England Obstetrical and Gynecological 
Society) was a subserous fibroid, about the size of a child’s head, 
occurring in a uterus which contained a 5 months’ fetus. Hysterec- 
tomy was performed in this case on account of severe pressure 
symptoms. On bisecting the fibroid it was at first considered to be 
undergoing red degeneration, but the colour was only a very light 
red instead of the deep colour observed in the other specimen. 
Microscopically the tumour was not found to be in a state of necrosis 
as in red degeneration, while its vessels, instead of being throm- 
bosed, were quite patent, extremely numerous and thin-walled. 
The other specimen was a submucous polypus (shown by Dr. Lloyd 
Roberts at the meeting of the North of England Obstetrical and 
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Gynecological Society, December 1908), which was of a deep red 
colour at its periphery, gradually fading away towards the centre. 
In this specimen the bloodvessels were extremely numerous and thin 
walled: the deep colour was probably accounted for by a large 
amount of fresh blood which had been extravasated and could be 
seen lying between the muscle bundles. 

Our fifth specimen (Dr. Donald’s third specimen) appears to com- 
bine the microscopical features of both these classes. Sections from 
various parts of the reddened portion of the tumour show that it 
contains very many, fairly large, thin-walled vessels, as in the 
two last specimens. Unlike these two specimens, however, the vessels 
show signs of thrombosis, some being completely filled with thrombus, 
others only showing strands of fibrin, so that this specimen shows the 
feature which we found in our other specimens of red degeneration 
and which we consider characteristic of this condition. There is also 
a good deal of fat to be found amongst the tissues as in our other 
specimens. 


CoNncLUSIONS. 


1. The chief change found in “red degeneration” of fibroids 
consists in thrombosis of the bloodvessels. 

2. This thrombosis and red coloration may commence at the 
periphery of the tumour. 

3. The tumours are also in a state of degeneration as evidenced 
by a homogeneous material separating the muscle bundles in many 
places. 

4. The tumours contain fat and fat crystals, probably derived 
from the breaking up of the muscle bundles. 

5. The tumours are liable to become infected by septic organisms 
and so give rise to acute toxic symptoms . 

6. Pregnancy is probably a predisposing factor in the causation 
of this condition. 
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Menstruation and Menorrhagia. 
By Fiorence E. Wittry, M.D., M.S., B.Sc. 


For many years the changes in the Endometrium associated with 
Menstruation were those which attracted most attention. The older 
observers declared that the entire mucous membrane was cast off at 
the monthly cycle. More recent writers have shown that portions of 
the surface epithelium only was lost, or that no breach of continuity 
at all could be found. It has been pointed out that the stroma cells 
become enlarged just before menstruation, and the glands are 
lengthened, becoming crenate in form, and branching in their deeper 
parts. Both changes foreshadow the formation of the decidua of 
pregnancy, but they are also found during the intermenstrual period 
in other conditions of the uterus in which the organ is oversupplied 
with blood, as in fibromyomata, and cases of persistent menorrhagia. 

The most striking feature in the mucous membrane of a men- 
struating uterus is the fulness of the blood vessels, and the presence 
in the stroma of collections of blood cells which appear to have 
escaped from the capillaries—in some cases by diapedesis, in others 
by rupture of the vessels. 

Where a large collection of extravasated blood is seen immedi- 
ately beneath the epithelium, a strand of epithelium may be torn off, 
and so allow the blood to escape with the damaged cells. In other 
parts some proliferation of the lining cells of the endometrium may 
be seen, and the superficial cells are being cast off, leaving behind a 
layer of low cubical cells. In such areas no breach of continuity 
occurs. It has been conjectured that these changes represent an 
attempt at each monthly cycle to reconstruct the endometrium in 
preparation for a possible pregnancy, and this view received much 
support from the belief that the normal embedding of the ovum 
depended entirely upon a healthy decidual reaction. But since the 
embedding of the ovum has been shown to be due to the action of the 
foetal trophoblast, and not to any function on the part of the so- 
called renewed endometrium, the relation of menstruation to preg- 
nancy needs a different explanation. 

We may still regard the monthly cycle as a preparation of the 
uterus for the development of an impregnated ovum, but we must 
realize that the important physiological requirement is an efficient 
blood supply to the uterine musculature. 

The changes in the endometrium are such as would occur in any 
congestive state of the uterus with overfilled capillary vessels, and 
it seems justifiable to assume that they are in reality secondary, and 
that the primary changes are to be found in the uterine wall. 
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Three points are worth bearing in mind in relation to this 
question : 

1, That anatomical studies of the capillary system of the uterus 
during menstruation, and during times of rest, show that parts of 
this system are functional, that is to say, many capillary fissures are 
closed during the intermenstrual period, and become filled with 
blood, and act as part of the general vascular system during men- 
struation and pregnancy. 

2. Clinical observation shows that the uterus increases in size 
during menstruation. 

3. Uterine muscle possesses in addition to its function of con- 
tractility, a possibility of hypertrophy unknown in any other muscle. 

All these physiological points suggest that the most important 
factor in the preparation of the uterus for pregnancy is an adequate 
blood supply. This is necessary for the hypertrophy of the organ 
itself, as well as for the developing ovum. The monthly cycle should 
probably be regarded as a vasomotor change (produced by a stimulus 
whose source is uncertain, but dependant on the integrity of the 
ovaries) by means of which the uterine wall is richly supplied with 
blood in preparation for the normal function of hypertrophy in 
presence of an impregnated ovum. At all events, we know that the 
uterus does become enlarged at the monthly cycle through over- 
filling of its capillary system with blood, and when no pregnancy 
occurs, the increased blood supply escapes by rupture of capillaries 
and diapedesis of corpuscles, with possibly some slight destruction 
of the surface epithelium. 

If this view of menstruation be true, the endometrium plays a 
passive and secondary part in the changes at the monthly cycle, and . 
cases of excessive menstrual loss—menorrhagia—ought to direct our 
attention to the conditions of the blood supply to the muscular wall 
of the uterus rather than to changes in the endometrium. 

If we examine those cases of menorrhagia in which new growth 
of the uterus or tubal disease can be excluded, we find that they are 
associated with local or general conditions which may be grouped 
under two heads, viz. :— 

(a) Congestions of the uterus. 
(6) Inefficient action of the uterine muscle. 

(a) Congestions of the uterus may be produced by local causes, 
e.g., displacements of the uterus, or by pressure on the pelvic veins 
by tumours or fecal masses, or by back pressure in heart disease, 
obesity, or cirrhosis of the liver. In these conditions the congested 
organ is not relieved of its metabolic products, and, partly from lack 
of fresh blood supply, partly from what we may call local poisoning, 
the uterine muscle is rendered inefficient, and unable to cope with 
the difficulties of overdistension, and thus a vicious circle is 
established. 
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(6) Healthy action of the uterine muscle is essential for the 
control of the vascular changes of menstruation, and if the balance 
between stimulus and muscular control is lost, menorrhagia is likely 
to result. 

Loss of uterine tone may appear as part of a general muscular 
debility, or may be due to degenerations of the musculature of the 
uterus. 

It is not an uncommon thing for young women who seek advice 
for menorrhagia to volunteer the information that the loss is normal 
in a period following unusual exercise, such as a walking tour, or a 
season of dancing. 

If careful observation is made of the general muscular develop- 
ment of girls suffering from menorrhagia, one finds that many of 
them are either poorly developed muscularly, or at the time are 
living sedentary lives, with little exercise. 

The influence of muscular development on menstrual loss is also 
illustrated by cases of primary amenorrhea in acrobats, and in cases 
of delayed puberty—with perfectly developed sexual organs—in girls 
whose occupations involve much muscular exertion. 


Further, the various conditions which have been noted in associa- 
tion with menorrhagia are such as interfere with the efficient action 


of muscular tissues generally, and of the uterus in particular. 
Such are :— 


1. Poisons circulating in the blood: either chemical, as lead, 
phosphorus, or alcohol; or bacterial toxins, in specific fevers, tuber- 
culosis, gout or rheumatism. 


2. Infections of the uterine wall—as in gonorrhea, or sub- 
involution following puerperal sepsis. 


3. Lack of nutrition—from impoverished blood in anemia, 
phthisis, ete. 


It is clear that any of these causes of degeneration of uterine 
muscle, may induce menorrhagia by enfeebling the contractile 
power of the uterus, and if acting for a sufficient time, they may 
produce a fibroid change in the uterine wall even of the comparatively 
young, with chronic excess of the menses. 

This condition has been found post mortem in young women after 
prolonged tuberculosis or typhoid fever. 

In all women after the menopause, the muscular tissue of the 
uterine wall tends to be gradually replaced by fibrous tissue, and the 
vessels share in the arterial degeneration common to the rest of the 
body. It must be remembered, however, that with the onset of these 
changes the stimulus which produces monthly congestion of the 
organ is ceasing to act, and hence normally no hemorrhage results. 

Probably a fibroid uterus only manifests itself as a cause of 
menorrhagia when the menstrual stimulus is in full force, or when 
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some other factor, such as congestion, induces a tax upon its limited 
powers. 

It follows from these considerations that in treating the type of 
uterine hemorrhage which we may call menorrhagia, without 
physical signs, the aim should be: — 


1. To relieve undue congestion. 


If the uterus is misplaced, it must be kept in position by pessary 
or operation. Constipation should be treated by suitable diet, and 
by salines, ete., and general conditions such as heart disease, obesity, 
etc., should be relieved as far as possible. In some instances treat- 
ment of the uterine congestion alone is sufficient to restore a normal 
type of menstruation. 


2. To eliminate sources of poison to the uterine muscle; by re- 
moving the patient from dangerous employment involving absorp- 
tion of lead, or phosphorus; by checking alcoholism, by antiseptic 
treatment of the alimentary canal and by suitable hygienic measures 
when anemia or tuberculosis is present. 


3. To improve the general muscular tone of the patient. This is 
best accomplished by sending the patient into the country where 
regular hours of sleep will be assured, and simple, nutritious, easily 
digested food be provided. 

Gradually increasing out of door exercise should be ordered and 
some supervision is essential to ensure that the exercise is never 
omitted, that the increase is gradual and suited to the patient’s 
powers, and that she is not allowed to undertake suddenly an amount 
of exertion which may render her incapable of exercise on the following 
day. Some country employment, such as light farm or gardening” 
work, is useful to interest the patient, and prevent her thinking of 
herself as an invalid. 

Should it be impossible to secure country exercise and pursuits, a 
course of Swedish exercises may be ordered, but the result is not so 
good. 

Exercises of the arms and upper part of the body are often useful 
to relieve uterine congestion. 


4. To assist the action of the uterine muscle directly by means 
of suitable drugs, such as hydrastis or the cotarnine salts, etc. 


Massage to the uterus I consider harmful by directing the thought 
of the patient to the pelvic organs, and it is not apparently so 
effectual as the treatment suggested above, which aims at restoring 
the general muscular tone. 

The success of any or all of these methods depends upon the 
recuperative power remaining in the uterine muscle. Where the 
muscle has degenerated, and has been partially replaced by fibrous 
tissue, the controlling power of the uterus is to that extent per- 
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manently lost, and if the remaining muscle, in spite of healthy con- 
ditions, is unable to control the blood supply, hysterectomy may be 
a necessary last resort. 

Curetting is indicated in many cases for diagnostic purposes—to 
exclude malignant new growths or polypi, as causes of the 
hemorrhage. 

Cases in which exploration of the uterus reveals no new growth, 
and the only change in the endometrium is a chronic glandular 
hypertrophy, often show dilatation of the uterine cavity even in 
virgins—the sound passing sometimes 3} inches. Such cases derive 
more benefit from general hygienic treatment with graduated exer- 
cise, than from repetition of the operation. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, vn aw special sense, typical examples of their class). 


i. 
A Case of Toxzmic Vomiting of Pregnancy. 


Under the care of Proressor Brices, 


Reported by R. A. Henpry, M.D. (Lond.), M.B., Ch.B. (L’pool.), 
Obstetric Assistant, Liverpool Maternity Hospital. 


Tue patient was a married primigravida, aged 19. 

The last menstruation ceased at the end of January 1908. 

Morning sickness began at the end of February and increased ; 
the vomiting was excessive; by the end of July she vomited in- 
dependently of, and after, all food whether solid or fluid. At home 
she had remained in bed on the advice of Dr. A. St. J. Wright, of 
Shaw Street. 

Her condition had become very critical on 10th August 1908; 
her pulse was weak; a jaundiced tint was observable in her skin and 
conjunctive; no fever. 

She was admitted into the Liverpool Maternity Hospital on 17th 
August 1908, in the 28th week of her pregnancy. Grave emaciation, 
a moderate degree of jaundice, a temperature of 97°, a weak and 
thready pulse of 90—100, feeble heart sounds, a furred tongue, oral 
and dental sordes were recorded. Vomiting was still frequent and 
independent of food. The child was alive. 

Before admission the urine was reported to have been scanty; 
after admission its specific gravity 1020; acid; bile stained; a con- 
siderable quantity of albumen; a slight deposit of mucus; no casts. 

Treatment. (a) By a diet of one part of milk and two parts of 
water in quantities of two ounces every two hours for the first eight 
hours and then four ounces every four hours, and (6) by saline 
diuretics—sodium citrate grs. xx, sodium benzoate grs. x, and 
ammonium hippurate grs. ii, were given every four hours. 

Progress. 18th August 1908, one bile-stained vomit during the 
night; she slept well; she looked, and stated that she felt, better. 
Urine, since admission, 15 ounces; analysis as above. Two ounces of 
equal parts of milk and water had been taken every two hours. 

On 19th August 1908, she had vomited three times in the 
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24 hours; each vomit of mucus and a little undigested milk was 
green, bile stained. Temperature 97°; pulse 90. The bowels after 
a simple enema evacuated a constipated motion of normal colour, not 
offensive. Urine, 18 ounces, acid; moderate amount of albumen; 
bile. 

Ammonia 0°221 grammes per 100c.c. 

Urea 127 ” 99099 

Ammonia in percentage of urea 14°7 


20th August 1908, labour commenced spontaneously at 5 a.m. 
The patient looked very ill. During the night she had vomited five 
times; no food had been taken. Medicinally, hourly, one drop doses 
of tincture of belladonna were prescribed. Temperature 98°2° at 
2a.m. and 96° at 10a.m. Pulse 90—100, was feeble and slightly 
irregular. After an enema a good motion was passed from the bowel. 
Urine, 28 ounces for the last 24 hours. 

Labour. Full dilatation was noted at 3p.m.; the membranes 
were then ruptured artificially; two pints of liquor amnii escaped of 
a specific gravity of 1010, alkaline, of a dark, golden yellow colour, 
bile stained and yielding the bile reaction with tincture of iodine 
and with nitric acid. Her general restlessness was diminished by 
one-sixth of a grain of morphia. The seven months’ child was born 
at 4-30 p.m. in the first vertex position. A jaundiced tint was not 
observed in the child. During and after the third stage there was a 
little excess of hemorrhage. Throughout the whole labour, and in 
the evening after the labour, the patient vomited frequently a bile- 
stained fluid; she took very little food. Temperature 96°-97°; 
pulse 110, weak and slightly irregular. 


Treatment. Two ounces of equal parts of milk and water every 
two hours; eight ounce enemata of normal saline with one ounce of 
syrup of glucose every four hours. To one saline enema at mid- 
night, 15 mm. of tincture of opium were added. 

On 2ist August 1908 she looked better. She had had a fair 
night’s sleep. She had vomited seven times chiefly in the morning. 
Pulse 96, a little improved. Temperature 95°8°—96'8°. Natural 
movement of the bowels. Urine about thirteen ounces, report as 
above. Treatment continued. 

On 22nd August 1908 the saline enemata were not retained during 
the night. The patient had been drowsy or sleeping nearly all the 
day. She had taken undiluted milk in small quantities. The 
bowels acted three times. Only one slightly yellow vomit to-day. 
Pulse 98, further improved. Temperature 96°-97°. Urine twenty- 
nine ounces; less bile and less albumen. Uterine involution and 
lochia normal. 

On 23rd August 1908, the patient slept well during the night, 
and the general improvement was maintained. Bread and butter 


an 
q 
q 
ay 


Briggs and Hendry: Toxemic Vomiting 243 


were added to the whole milk diet. No vomiting. The saline 
enemata were administered during the twenty-four hours and after- 
wards discontinued. Bowels acted once. Pulse 80. Temperature 
98°. Urine twenty-six ounces. 

On 24th August 1908. The improvement has continued; she has 
slept well. The tinctude of belladonna was stopped. Milk diet with 
pudding, Benger’s food, beef-tea and custard. Urine forty-three 
ounces; acid 1020; mere traces only of albumen and bile were 
present. 

On 26th August 1908. No sickness. Jaundice almost gone. Low 
diet with fish. Bowels moved by enema yesterday. Urine fifty ounces, 
albumen and bile still present. 


Ammonia in percentage of urea ... ... 540% 


On 29th August 1908 improved health; full diet; no sickness; 
jaundice gone. Urine fifty ounces; normal in quantity. 


On 5th September 1908 discharged; health largely restored. 


17th October 1908, she reported herself to-day. Her weight since 
she left the hospital has increased. Nitrogen coefficient (of urea), 
4°6 per cent. 


REMARKS. 


The case was indisputably one of toxemic vomiting as established 
by 


(a2) The jaundiced tint; even the liquor amnii contained yellow : 


bile pigment. 
(b) The vomiting persisted for forty-eight hours after delivery. 
(c) Ammonia coefficients. 


19th August, 14°7 (the day before delivery). 
26th August, 5°4 (6 days after delivery). 
17th October, 4°6 (8 weeks after delivery). 


The ammonia coefficients were estimated in terms of the urea, and 
not of the total nitrogen, by Mr. J. E. Southcombe, in the Biochemical 
Laboratory of the University of Liverpool. 

In the first specimen of urine of the 19th August (the day before 
the premature labour) further ammoniacal decomposition was 
arrested by the addition of a few drops of chloroform on the 21st 
August. This specimen was analyzed later along with the second 
specimen of urine obtained on August 26th (6 days after the pre- 
mature labour). It is probable that the ammonia coefficient of the 
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first specimen had been raised by the decomposition of urea; but that 
it had been abnormally high is attested by the circumstances that on 
the 6th day it was still high, 5°4, and had fallen to the normal, 4°6, 
on the 58th day after delivery. 

The premature infant was born alive and placed in an incubator; 
its feeble respirations ceased after a few hours. 


Nore.—Leucin and tyrosin, which have been observed in the 
urine during the toxemia of pregnancy, were absent in this case. 
Acute, yellow atrophy of the liver was excluded by the (a) gradual 
onset; (b) slight jaundice; (c) absence of headache and cerebral 
symptoms; (d) normal liver dulness; (e) recovery of the patient. 
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II. 


A Case of Primary Sarcoma of Vagina. 


By Ewen J. Macrean, M.D., M.R.C.P. (Lond.), F.R.S. (Edin.), 
Senior Gynecologist, Cardiff Infirmary. 


S.D., a single girl of 15 years of age, was admitted into the 
Cardiff Infirmary on March 10th, 1908, complaining of shooting 
pain in the left lower abdomen, dysuria and the presentation of a soft 
swelling at the ostium vagine. 

The swelling had been noticed for about one month. 

The general health had been good; no loss of flesh had been noted 
and menstruation had not commenced. 

General examination showed no abnormality ; the complexion was 
florid and nutrition good. 

Protruding from the vaginal orifice was a dark-red, soft, non- 
friable, papillomatous growth of the size of a tangerine orange. Its 
surface was somewhat like the appearance of a cluster of currant 
berries. The tumour was traceable to its base of attachment, which 
was about three-quarters of an inch broad and extended from a point 
one inch posterior to the meatus urinarius to within an inch of the 
cervix on the anterior vaginal wall. The cervix and corpus uteri . 
were quite unaffected; the uterus was retroverted and mobile. 

Operation. Under an anesthetic, the growth was thoroughly 
removed, the base of origin curetted and the thermo-cautery applied 
thereto. 

After-history. The patient presented herself for examination 
some six months later. She was then weak and emaciated. The 
enlarged abdomen contained irregular masses and the physical signs 
of ascitic fluid were present. A recurrent sarcomatous growth pro- 
truded from the vaginal orifice. Further operative interference was 
declined and the death of the patient was reported a few months 
subsequently. 

Photo 1. Kindly taken for me by Dr. H. Samuel, shows the 
growth protruding from the ostium. 

Photomicrograph 1. x20. Shows a cleft between two adjacent 
papille with its thickened superficial larger of squamous epithelium. 
It also shows the stromal tissue which under this low magnification 
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appears to be mainly composed of a mass of cells with deeply 
staining nuclei. Ill-formed blood vessels are visible at many points. 

Photomicrograph 2. x250. Shows graphically the more intimate 
structure of the stroma, containing as it does spindle cells, and round 
cells of varying dimensions. Some of the latter are sufficiently large 
as to be worthy of the name of giant cells. Nuclear mitotic figures 
are seen in all parts of the field, and the muscle fibres, with trans- 
verse and longitudinal striation are specially noteworthy. 

Remarks. In its clinical history, site of origin of the growth, 
and histological characters, this case is typical of primary sarcoma 
of the vagina as it occurs in younger subjects. The disease is 
24 times more frequent in children than in adults. The prognosis 
is decidedly bad. The sarcoma is usually rapidly recurrent and 
tends to infiltrate the base of the bladder and the contiguous tissues. 
Distant metastases are not common. 
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III. 


A Case of Probable Injury to the Ureter During 
Hysterectomy. 


By J. C. Horpicn Letcester, M.D., B.S., B.Sc., M.R.C.P. (Lond.), 
F.R.GS. (Eng.), 


Indian Medical Service. 


Mrs. C., European, aged 45 years, was admitted to the General 
Hospital, Calcutta, under my care on March 31, 1908. She gave the 
following history :—Menstruation had been quite regular up to 
January 16, 1909 (with the exception that she had missed two periods 
in 1907), occurring each month on or about the same date, lasting 
5 days, and unaccompanied by pain. In February there was no 
period, but a blood discharge came on on March 2 and continued up 
to the date of admission (i.e., for 29 days), being very profuse, with 
the passage of a good many clots, and accompanied with severe 
backache. 

Previous to this last period there had never been any flooding, 
nor had she ever suffered from backache. At no time had there been 
any intermenstrual discharge whatever. 

She had had 3 children (the last 17 years ago) and no mis- 
carriages. 

There was nothing in the previous or family history of any 
bearing on the case. 

State on admission. The abdomen is thickly covered with adipose 
tissue; nothing abnormal can be felt. 

Per vaginam. Perineorrhaphy has been performed, but the result 
is not satisfactory, the posterior portion has given way completely, 
and the anterior part consists of a mere bridge of skin and sub- 
cutaneous tissue. The uterus is high up, quite freely movable and a 
little enlarged; the external os is somewhat patulous; nothing ab- 
normal is detected in either fornix. There is free bleeding during 
examination. 

On April 2 chloroform was administered, the cervix was dilated 
with Ramsay’s dilators sufficiently to admit of the introduction of 
the index finger; there was free bleeding during dilatation. On 
digital exploration a ragged ulcerated surface was felt to the right 
and in front, the uterus was gently curetted in order to obtain a 
piece of tissue for examination. 

The bridge of skin over the perineum having been divided a 
. perineorrhaphy was performed. 
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A good deal of bleeding occurred after the operation which was 
checked by the administration of ergot, and there was some fever 
for the first five days, the temperature fluctuating between 99° and 
100°. 

The stitches were removed from the perineum on April 11, healing 
having taken place with a satisfactory result. 

A microscopic examination of the curetted tissue was kindly made 
for me by Major Leonard Rogers, I.M.S., who reported: “The mass 
consists entirely of columnar epithelial tubes and small-celled in- 
filtration as in cancer.” 

On April 14 a total hysterectomy was performed by the abdominal 
route, the uterus and cervix, together with the tubes and ovaries 
being widely removed. The peritoneal flaps were brought together 
by a continuous catgut suture and the abdominal wall was closed in 
layers. No enlarged glands were detected anywhere in the pelvis. 

On opening the uterus after removal a superficial ragged ulcer, 
about the size of sixpence, was seen on the right side just above the 
internal os. The left ovary was enlarged and cystic, the right ovary 
somewhat small and fibrotic. The left tube was slightly inflamed, 
the right one normal. 

There was a sharp rise of temperature immediately after the 
operation, followed by fever, which lasted up to May 6. 

Convalescence was slow but satisfactory except for the fever. 
The bowels were freely opened on April 16, and at no time was there 
any trouble connected with the urinary organs. 

On April 19, and again on the following day, the patient had a 
rigor; the blood was examined for malarial parasites with a negative 
result. There was a scanty vaginal discharge which was perfectly 
sweet. 

On the 23rd the stitches were removed, and the skin incision had 
healed well. 

On the 24th there was a third rigor, the temperature rising to 
104°F. 

On May 6 a slight pus discharge appeared from the centre of the 
sound, and on enlarging the opening from which this discharge came 
an abscess was found just below the layer on the front of the rectus 
sheath, this was evacuated and a tube inserted. 

The thickness of the fat on the abdominal wall may perhaps 
account for no evidence of this abscess being found earlier. 

The wound was dressed daily but did not heal finally until 
June 26. 

After the opening of this abscess there was no more fever until 
the evening of May 9, when the temperature rose to 99°6°. 

On May 10 (2.e., 26 days after the hysterectomy) a profuse vaginal 
discharge, clear and inoffensive, began, and concurrently with the 
onset of this discharge the temperature rose to 101°F. On May 21 
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@ vaginal examination was made, the vault of the vagina had quite 
healed except for a small granulating patch on the right side. There 
was a free watery discharge, but the source of this could not be 
accurately determined. 

On May 26 a second vaginal examination was made, and it was 
now clearly seen that the discharge came from the neighbourhood of 
the unhealed granulating patch, and that a probe passed into a small 
sinus lead upwards and to the right for a distance of about one inch. 
Methylene blue was administered by the mouth, and whilst the urine 
became stained a deep blue, the discharge was only faintly tinged. 
Some of this discharge was collected, and an analysis was found to 
contain a trace of albumin and 0°15 per cent. of urea. On May 31 
both the discharge and the urine were analysed for urea, the urine 
was found to contain 1°85 per cent. and the discharge 0°27 per cent. 

A leucocyte count, done on May 29, gave the following result :— 
Total leucocytes 6,500. Polynuclears 85 per cent., lymphocytes 13 
per cent., and large mononuclears 2 per cent. 

From May 28 to June 1 the vaginal discharge became consider- 
ably less, but on the latter date it again increased for a time, and 
then gradually diminished until June 12, when it finally ceased, 
and concurrently with this cessation the temperature dropped and 
there was no further rise. 


On June 29 the abdominal scar was soundly healed and firm, per 
vaginam there was no thickening to be felt anywhere, and the small 
granulating patch had almost healed. 

The patient was discharged from hospital on June 30.. She 
attended several times after that date, the last occasion on which I 
saw her being on September 3, 1908, she was then feeling very well 
and was quite free from any pain or discomfort. The vagina had 
quite healed and there was no suspicion of any recurrence. 

T have thought this case worth recording on account of the peculiar 
symptoms which I consider must have been due to some injury of 
the right ureter at the time of the operation. 

The facts that the first symptoms of injury only appeared on the 
26th day after operation, that the onset of the discharge was accom- 
panied by fever, that the three days during which the discharge 
lessened the temperature fell only to rise again when the discharge 
increased, and lastly that when the discharge finally ceased the fever 
also left the patient, appear to me to be very difficult of any satis- 
factory explanation. 

The amount of the discharge and the fact that it contained traces 
of urea would seem undoubtedly to point to the source being from 
the urinary tract, the sinus on the right side of the vagina from 
whence the discharge came, and the marked differences in the amount 
of urea in the discharge and in the urine from the bladder, would 
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seem to point to the fact that the origin was most probably from the 
right ureter. 

As to the exact nature of the injury it seems to be very difficult 
to hazard an opinion. Neither ureter was seen at the time of opera- 
tion, and it is hardly possible that one of the ligatures, or stitches 
could partially or entirely have occluded the ureter without giving 
rise to symptoms earlier; again there was never at any time the 
slightest suspicion of sloughing or suppuration either in the vagina 
or in the urinary tract. The urine was frequently tested, and was 
always found to be perfectly normal, the vaginal discharge was 
always clear and sweet, and the leucocyte count on May 29 would 
seem to negative any suppurative process. 

The early fever with rigors following immediately on the opera- 
tion was undoubtedly due, at least in part, to the septic infection of 
the abdominal wound culminating in the formation of the abscess, 
which was ultimately opened and drained, but after this opening 
there was no fever for 3 days and the temperature only rose again 
when the discharge commenced. 

I think it hardly likely that the rise and fall of temperature with 
the commencement and cessation of the discharge, was a mere co- 
incidence and, moreover, if the two had no casual connection, it is 
difficult to understand what the fever was due to. 

The case appears to me to be of the most interesting, and at the 
same time puzzling, nature, and it is for these reasons that T deemed 
it worthy of record. ’ 
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Obituary. 


Charles Henry Felix Routh, M.D. (Lond.), 
M.R.C.P., M.R.C.S. 


Consulting Physician to the Samaritan Free Hospital. 


Tus veteran amongst British Obstetric Physicians died on February 
19th, at the advanced age of 87. His medical studies began seventy 
years ago, and he had been for sixty-six years a legally qualified 
practitioner. He came of a very old family which took its name in 
the 12th century from Ruda or Routh in Holderness. He was born 
at Valetta, Malta, on January 4th, 1822; his father was Sir Randolph 
Isham Routh, K.C.B., Commissary General in the Army. In 1840 
he joined the Medical Faculty of University College. As a sign of 
the times we may add that in the course of the same year T. Spencer 
Wells reported a case of “ Placenta Presentation” in the Lancet, 
the same volume of that famous journal including a clinical lecture 
on “Ovarian Cysts” by Ingleby, at Birmingham, a great obstetrician. 
Routh distinguished himself as a student in his school, where Liston, 
Sharpey, Quain, Samuel Cooper, C. J. B. Williams, Anthony Todd 
Thomson, W. H. Walshe and Murphy the Obstetrician were the 
teachers, and it was Murphy who inspired him with a zeal for 
obstetrics and gynecology. 

After qualification Routh, receiving the degree of M.D. in 1845, 
studied in Paris, Prague and Vienna. In the Austrian capital he 
worked with the great and injured obstetrician Ignaz Philipp 
Semmelweis and returning home because of the revolutionary dis- 
turbances abroad he read at a meeting of the Royal Medical and 
Chirurgical Society a remarkable communication, which excited 
much attention yet was soon to be forgotten for years. In this 
memoir he demonstrated to the obstetricians of the United Kingdom 
Dr. Semmelweis’ theory and practice, which he stoutly defended. 

The importance of Dr. Routh’s communication being so evident, 
we may disinter it from the dusty archives of the Royal Medical and 
Chirurgical Society and review its main features. 

Its full title was “On the Causes of the Endemic Puerperal Fever 
of Vienna,” it was communicated by Dr. Murphy, as Dr. Routh did 
not become a Fellow of the Society until the succeeding year, 1849, 
and it was read at the meeting held on November 28th, 1848. An 
abstract appeared in the Lancet for December 9th, 1848, and as will 
be shown, the reading of the report was followed by an active 
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discussion. The entire paper is published in the Medico-Chirurgical 
Transactions, vol. xxxii, p. 27. 

Routh began by stating that his attention had been called to a 
few cases of puerperal fever at home, so that when attending the 
hospitals of Paris and Vienna he had a rare opportunity of obtaining 
more extended information relative to the causes of this disease. 
Then he relates in full the management and mismanagement of the 
midwifery department associated with the University of Vienna. 
The general facts of the case are now well-known to us. There was a 
midwives’ clinic and a student’s clinic, the wards in the former were 
not so large nor so airy as those in the latter, yet the mortality in the 
fine wards where the students were instructed was scandalous. It 
ranged from 1 in 9°16 to 1 in 3°92, whilst in the midwives’ clinic the 
range was from 1 in 91°66 to 1 in 34°37. The student was instructed 
on the dead body of some female, and each patient in his clinic was 
examined by at least five different persons. The midwife pupil was 
instructed on the leather phantom and not upon the dead body, yet 
each patient was examined as frequently or even more so than in the 
students’ clinic. We reproduce Routh’s italics. Several theories 
professing to explain the difference in the mortality in the two clinics 
were shown by Routh to be fallacious, on statistical evidence gleaned 
from the reports of French maternities. Blackman, of Edinburgh, 
he added, had stated in 1845, in the Provincial Medical and Surgical 
Journal, the ancestor of the British Medical Journal, that the 
medical attendant might communicate the disease, by retaining a 
portion of poison subter ungues, which he afterwards applied directly 
to the patient on making an examination per vaginam. Though this 
fact may have been suspected by many others, yet Routh was of 
opinion that it was first clearly enunciated by Dr. Semmelweis, 
assistant physician in the students’ clinic at Vienna. The real source 
was found in the hands of the medical men in attendance contamin- 
ated with cadaveric poisons, staff and students, who diligently at- 
tended the numerous autopsies in the adjacent dead house. Then 
Semmelweis remembered how the midwife students made no 
autopsies and worked on the phantom. He, as we all know, put all 
students in quarantine for a day after attending an autopsy and 
directed all who worked in the students’ midwifery clinic to wash 
their hands in a solution of chlorine prior to and after every ex- 
amination made on the living subject. The result of these pre- 
cautionary measures was that the number of deaths at once fell to 
seven per month, or the usual average in the midwives’ clinic. Routh 
further reported that Michaelis, of Kiel, had for several months 
employed chlorinated lotions and had only lost one patient, although 
before that period the mortality was so great that he had been 
deliberating the closure of his hospital. 

Such was Routh’s testimony as to Semmelweis’s practice, and it 
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is advisable to study the above quoted paper in full, not only in 
justice to Routh’s memory, but also because it was a round un- 
varnished tale of his whole course of practical instruction in the 
elements of antiseptic midwifery. Many years later it was looked 
up and much of its contents largely quoted by Semmelweis himself, 
Gyéry and others, and we indicated Routh’s claims in an article on 
“Qliver Wendell Holmes and the Contagiousness of Puerperal Fever” 
in the Journat for December 1905. A good brief review of Semmel- 
weis’s life and its sad end was written by Theodore Duka in 1888, 
and entitled “Childbed Fever, its Causes and Prevention: A Life’s 
History.” But, in insisting as is consistent in this Obituary on the 
vindication of Semmelweis and the due recognition of his claims, we 
must remember it is with Routh that we are mainly concerned. 
Therefore, we will note what was said in the discussion which 
followed the reading of his paper, as reported in the Lancet. Dr. 
Webster, Physician to the St. George’s and St. James’s Dispensary, 
testified that the Vienna hospital was situated in a damp position, 
and was ill-ventilated and unclean. The students also were any- 
thing but cleanly. Dr. Murphy himself said that the novel point in 
the paper was the fact established by the author that puerperal fever 
was propagated by the students, who had been recently examining 
dead bodies. Let us note the word “novel” in Murphy’s remarks. 
He further pointed out that Collins, Master of the Rotunda, entering 
into office when puerperal fever was raging there, succeeded in 
banishing it by insisting on cleanliness and ventilation hitherto 
neglected. Murphy, however, “referred to the case of a German 
student who was constantly at post mortem examinations, both 
within and without the house” (presumably the Rotunda?). ‘“ Puer- 
peral fever seemed to attend him wherever he went; but on his 
giving up his pursuit after dead bodies the fever subsided.” Routh, 
by the way, speaks of this student in his paper. 

After Murphy’s remarks, we find a curious passage. “The 
President ” (J. Moncrieff Arnott)“ enquired if it accorded with the 
experience of accoucheurs present, that pupils from the dissecting~ 
room gave puerperal fever to their lying-in patients more frequently 
than midwives? This appeal of the President was not responded to 
by a single accoucheur.” Dr. Gregory, of the Small Pox Hospital, 
asked another question—Why puerperal fever had recently been so 
prevalent in lying-in hospitals? Dr.Copeland, Consulting Physician 
to Queen Charlotte’s Hospital, admitted that the facts in Routh’s 
paper were so convincing that obstetricians could scarcely doubt 
their accuracy, but he added that matrons and midwives who did not 
examine bodies were not free from contamination, which, we may 
add, was undoubtedly the case in 1848. Mr. C. Hewitt Moore, 
Surgeon to the Middlesex Hospital, gave sensational evidence of his 
experience in Vienna. “The amount of post mortem examination 


a 


254 Journal of Obstetrics and Gynecology 


(sic) going on in the Vienna University was remarkable. He had 
seen as many as fifteen bodies lying for examination in a morning. 
The students and professors had their hands immersed in these (sic) 
for hours together.” The city itself, he added, was insanitary and 
typhus (t.e., typhoid) was prevalent. In conclusion, Mr. Marshall 
warned the meeting that ablution in chloride of lime was not 
absolutely trustworthy. ‘“‘ He had been examining a body. He was 
called from thence to a labour, but took the precaution of changing 
all his clothes, and washing his hands in solution of chloride of 
lime; his patient, however, was seized with puerperal fever, and the 
next following three suffered from the same malady.” 

It seems strange that Routh’s paper was so soon forgotten when 
we find that it gave rise to so active a discussion. Marshall was 
admirably candid; the curious episode about the President and his 
query is hard to explain. 

Semmelweis proved deeply grateful to Routh for supporting his 
views, and in 1861 sent a copy of his work, Die Aetiologie, der 
Begriff und die Prophylaxis des Kindbettfiebers to his former pupil. 
‘The copy, now in the library of the Royal Society of Medicine, bears 
the following letter on the fly leaf. 


“Pesth, 22/5/61. 

“Dear Friend,—As you have been so friendly in the year 
1848 at the meeting of the Englisch Doctors in London to bring 
forward a discussion on my opinion about the origin and pre- 
vention of fever in childbed, I take the liberty, having just 
finished a complete work upon the same subject, to send it you 
with the request to mention it again at the same meeting. I have 
also send my work to Webster, Copeland, Murphy, Simpson, 
Weber. Thanking you before for your trouble and hoping to 


hear sommething of you very soon, Your sincere friend. 
Ignaz Semmelweis.” 


This letter shows that Semmelweis could write English, the errors 
which it contains being purely orthographical. “Meeting,” where it 
occurs for the second time, should of course be “society,” and is 
probably a slip of the pen. 

Turning to the text of Semmelweis’ book, the author states on 
page 283, in reference to some discrepancies between his own views 
and Sir J. Y. Simpson’s theory, that Routh returning from Vienna 
propagated Semmelweis’ teaching in England and wrote to him as 
follows, on January 23, 1849. 


“ Comitiis in ultimis septimanis Novembris (1848) convocatis, 
illic discursus, in quo tuam inventionem enunciavi, reddens tibi, 
ut voluit justitia, maximam gloriam, praelectus fuit. Enim vero 
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possum dicere, totum discursum optime exceptum fuisse, et multi 
inter socios doctissimos attestaverunt argumentum convincens 
fuisse. Inter hos praecipue Webster, Copeland et Murphy, vires 
and doctores clarissimi, optime locuti sunt. In Lancetto, 
Novembris 1848 possis omnia de haec controversia contingentia 
legere. Credisne novos casus, qui in hospitio ex tempore mei 
abitus admissi sunt, opinionem tuam confirmant? 

Febris ne puerperalis rarior est quam antea? Si morbus sic 
periculosus in cubilibus obstetriciis non adsit ut ante, certe 
effectus magni momenti denuo firmatus. In Praga quoque, ubi 


febris puerperalis tum frequenter obvenire solebat, eisdem causis 
consecuta fuit ingenerari!” 


Next follows a letter dated Dorset Square, London, 21 May 1849: 
“Meas annotationes de tua inventione in libellulo publicavi.” This 
refers to a reprint of the communication read before a meeting of the 
Royal Medical and Chirurgical Society. 

There is a third letter dated Dorset Square, London, 3 December, 
1849: “Jam inventionis tuae fama ac veritas in existimatione 
publica accrescit, et inter omnes medicorum societates quam res est 
maxime utilis, percipiunt et agnoscunt, nec vero etiam temere, nam 
magna est veritas et praevalebit.” Semmelweis adds that Murphy 
referred to Routh’s paper in an article entitled: “ What is Puerperal 
Fever,” published in the Dublin Quarterly Journal of Medical 
Science, August 1857, and agreed with him in his support of the 
Viennese reformer’s theory and practice, whilst Simpson himself 


had given up the opinion that childbed fever was a contagious 
malady.* 


Thus Semmelweis admits at considerable length and with the aid 
of that documentary evidence so comforting to those who insist on 
“higher criticism” that Routh was the first apostle of his teaching 
in the United Kingdom. When we remember how momentous was 
the experience of Semmelweis when junior to the perfunctory Pro- 
fessor Klein in the ‘forties, and what a boon antiseptic midwifery 


has proved to humanity, we must not allow Routh’s share of glory 
to be forgotten. 


Semmelweis died insane four years after his monograph appeared, 
but Routh was destined to live for many years. It is to be regretted 
that he was never appointed physician to a lying-in hospital and 
never attached to a medical school, as he was thus prevented from 
carrying out Semmelweis’ principles and from instructing youth. 
In 1847 Dr. William Jones established a general dispensary in Gray 
Street, removed within three months to North Audley Street. After 


*The Latin correspondence has, I find, been quoted in Fischer’s Geschichte der 
Geburtshilfe in Wien, 1909, pp. 301-302. 
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many difficulties Jones, assisted by Henry Savage, set up a hospital 
in Orchard Street in March 1850, and it was devoted to the treat- 
ment, as far as in-patients were concerned, of diseases peculiar to 
women. Routh’s name appears in the archives of this famous in- 
stitution as early as 1850, so that he was undoubtedly one of the 
founders of the Samaritan Free Hospital, but it was not until the 
Autumn of 1854 that he was elected assistant physician, together 
with J. S. Stocker and Graily Hewitt. In 1858 Spencer Wells per- 
formed his first ovariotomy in the Orchard Street building, in 1859 
the hospital was moved to Lower Seymour Street, into the premises it 
occupied till 1890; but owing to a desire to keep all abdominal cases 
separate, a branch hospital for vaginal and perineal cases was set 
up in 1874 in Dorset Street, and it was in this branch that Routh 
did the greater part of his work, from the day of its opening almost 
down to its close in 1889, resigning before the whole hospital was 
united in the present building in the Marylebone Road. 

Routh was one of the founders of the Obstetrical Society of 
London, and at the Inaugural Meeting, held at the Freemason’s 
Tavern on December 16th, 1858, spoke strongly in favour of the 
examination and registration of midwives, a reform which the 
Society was destined to bring about many years later. Routh joined 
the British Gynecological Society at its foundation in 1883, became 
one of its Presidents, was elected an Honorary Fellow, and lived to 
see both the rival societies united as the Section of Obstetrics and 
Gynecology of the Royal Society of Medicine in 1905. In 1864 he 
delivered the Lettsomian Lectures before the Medical Society, 
choosing “ Uterine fibroid disease” as his subject, and he occupied 
the chair in 1875. 

Routh wrote a few works independent of contributions to societies, 
of which the best known is Infant Feeding and its Influence, or the 
Causes and Prevention of Infant Mortality. He received many 
honorary distinctions and was associated with several philanthropic 
institutions. He also took great interest in the Church of England. 

Dr. Routh leaves three sons, two of whom are members of the 
medical profession, Dr. Amand Routh, Obstetric Physician and 
Lecturer in Midwifery to Charing Cross Hospital, and Mr. Randolph 
Routh, Surgeon to the Bridgewater Infirmary. Succumbing to the 
infirmities of age, he died after a brief illness in the course of which 
he was attended by Dr. C. Theodore Williams, and was interred in 
Kensal Green Cemetery after a memorial service had been held at 
St. Paul’s, Portman Square. 
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REVIEW OF CURRENT LITERATURE. 


Hysterical Fever. 

M. Scuwas (Monats, f. Geb. u. Gyn., Band xxviii, Heft 4) reports a case which, 
in his opinion, is an indubitable proof of the occurrence of hysterical fever. A 
young woman of 25, three years previously, had suffered somewhat suddenly 
from vomiting, fever, and very violent pain in her right hypogastrium. She con- 
sulted one doctor after another, and’ even submitted to operation for appendicitis ; 
the cecum was quite healthy and her sufferings persisted. When she came under 
Schwab’s care he took her into his Klinik where he found her affected with a colica 
mucosa, secondary to an hysterical condition, and accompanied by most obstinate 
obstipation which afterwards led to such symptoms of ileus that he almost decided 
upon an operation. Her temperature was taken systematically so as to insure no 
deception and was always above 38°C. Convinced that this pyrexia was merely 
hysterical, Schwab discharged her from the Klinik and told her to come and see 
him the next day. All at once she was able to walk quite well: her fever, obstipa- 
tion and the tenderness of her abdomen disappeared altogether after Schwab had 
explained to her the absurdity of her complaint. In his opinion the hysterical basis 
of the fever was evident from the colica mucosa, from acute, localized cedema of the 
skin, from the inordinate tenderness of the abdominal walls, and, especially, from 
the results of the treatment. Pseudo-ileus hystericus may be recognized by the fact 
that the lumen of the intestine is just the same before and afterwards, 


Roentgentherapy in Gynecology. 

ALBERS-SCHONBERG, Hamburg (Zentralb. f. Gyn., 1909, No. 5), has obtained most 
satisfactory results with Roentgen therapy in cases of myomatous hemorrhage. The 
bleedings ceased after a few, that is about 5 sittings, and did not return, and 
leucorrhcea, when present, also disappeared. An artificial and anticipated climax was 
induced without any inconvenient accidents. The method is suitable only in women 
approaching the menopause, or in younger women as an alternative to total extirpation, 
The rays were applied for six minutes on four successive days, and after an interval 
of a fortnight another series of three days’ sittings of six minutes, followed by 
another fortnight’s rest, and so on, in order to avoid irritation of the skin. For 
permanent cure, with water-cooled tubes, from 13 to 23 sittings were usually required 
—but when the myomata were very large, several series with 14 days’ intervals were 
necessary. There is an illustration in the text showing the mode of application to 
the abdominal surface of the woman on her back. 

(Cf, ante, vol, xiii, p. 290 and 451.] 


The Roentgentherapy of Sarcoma. 

M. Kretscumer (I.D., Berlin, 1908, Zentralh. f. Gyn., 1909, No. 5, S. 191) has 
collected 90 recorded cases of sarcoma treated by the Roentgen rays: the tumour 
disappeared in 16, diminished by contraction in 52; no success is reported in the 
remaining 22, and this may to some extent be because the duration of the treatment 
was too short, for under some circumstances it must be very protracted; for instance, 
one very large round-celled ovarian sarcoma disappeared completely after, but not till 
after, six months’ treatment. 

The tumours most rapidly benefited were the quickly growing sarcomata, rich in 
cells and in blood supply ; tumours containing connective tissue, bone or muscle cells, 
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do not react so freely and require more intense treatment which, in itself, is not 
free from danger (destruction of the skin). 

Superficial sarcomata diminish most rapidly, nevertheless mediastinal and ovarian 
tumours have been completely dissipated. The method is especially useful in ulcerated 
tumours, which are often cured in a surprisingly short time. 

Even in cases in which no diminution took place, the treatment had a most 
favourable effect on the pains, and must be credited with a direct beneficial influence 
upon the general condition, vital forces, appetite and sleep. 

The permanence of cure leaves much to be desired ; recurrences were common though 
some cases did not relapse for two years. As supplementary to operation, Roentgen- 
therapy has proved satisfactory, both as a preliminary in cases of large tumours and 
after operation in the prophylaxis of recurrence. 

Two of the authors’ cases are interesting inasmuch as the sarcomata, which at 
first got smaller, subsequently, after a long interval during which they grew bigger, 
did not react to the rays at all. The first case, which got well, was complicated by 
erysipelas of the operation wound, the second, after nine months exhibited numerous 
metastases, 


A Laceration of the Hymen of Doubtful Origin. 

R. SrzperMann, Prague (Zentralb. f. Gyn., 1908, No. 52), reports: A girl, 8 
years of age, fell down a flight of steps and broke her skull and soon afterwards 
died. At the autopsy, in addition to other lesions, the hymen was found to be torn 
in a way that those making the autopsy thought might possibly depend upon a 
criminal offence against morals. Silbermann, however, shows that the injury was 
caused by direct force such as might be conveyed by an iron head of the balustrade. 


Vesical Calculus after Suture of Cervix into Bladder for cure of 
Vesico-cervical Fistula. 
Vineserc (Amer, Journ, Obstet., February .1909) recently read before a meeting 
of the New York Obstetrical Society, notes of an instructive case with a very long 
history. In 1894, when the patient was 26 years old, a cervicovesical fistula 
developed after a difficult forceps delivery. The late Paul F. Mundé, after one or 
more unsuccessful operations, closed the fistula by suturing the cervix uteri into the 
bladder. The menstrual fluid was afterwards discharged with the urine from the 
urethra. Severe dysmenorrhcea and frequent, painful micturition, followed. In 1901 
the patient came under Vineberg after convalescence from an operation for strangu- 
lated femoral hernia. By aid of the cystoscope a thick incrustation of calcareous 
material was seen at the base of the bladder encroaching on the trigone. This 
deposit was frequently scraped away through a large-sized Kelly’s cystoscope, but 
after three years the relief obtained from this procedure grew less marked. In April 
1904, Vineberg performed supravaginal hysterectomy so as to arrest the flow of 
menstrual blood into the bladder. The calcareous deposits, however, formed again 
and reformed after removal as quickly as before the amputation of the uterus. Inthe 
summer of 1905 he undertook a suprapubic cystotomy, and was able to scrape away 
much of the calcareous deposit, but then came upon an area, of the size of a fifty-cent 
Piece, occupied by a substance as hard as a flint. Elevators and bone-forceps were 
used in vain, and the operator feared damage of the ureters, accordingly he contented 
himself with draining the bladder through the suprapubic incision, which closed in 
about three weeks. The local irritation was decidedly less for some months, but at 
length the symptoms grew worse than ever, though the patient had learnt to wash 
out the bladder herself. In August 1908, Vineberg opened the peritoneal cavity by 
a median abdominal incision. The base of the bladder proved to be infiltrated with 
a hard substance forming a mass of about the size of a small hen’s egg. The anterior 


| 
f 
Jigs 


Gyn. Stall Room University 
Absorbent Power of the Mucosa 


wall was incised, and then Vineberg found that the deposit bulged less towards the 
cavity of the bladder than externally, as it had become embedded in the vesical walls, 
the mucosa, much hypertrophied, projecting over it. An assistant pushed the deposit 
from the outer side of the bladder towards the cavity, then Vineberg took a bone- 
elevator and pushed back the overgrowing mucosa from the surface of the deposit, 
which formed a big calculus, just as the periosteum is pushed back when a rib is 
excised. After some difficulty the calculus was broken up and removed. The mucous 
surface exposed by the removal of the calculus was quite smooth and the cervix had 
undergone atrophy, appearing as a small polypoid body an inch long and as thick 
as a lead pencil. Vineberg snipped off the atrophied cervix, and the raw surface 
thus created was closed with two catgut sutures. The vesical wound was completely 
closed by a modified Coxnell suture and the abdominal incision closed in the usual 
manner. A catheter was retained in the bladder for a couple of days. Then the 
patient was told to make water every three or four hours. The bladder symptoms 
gradually improved and the patient was practically cured within two months. About 
a month later the cystoscope was used. The point where the bladder had been sutured 
appeared as a mere irregular line, and no more calcareous deposits could be detected, 
Asan Doran. 


Gall Stones in the Urinary Bladder. 

F. Micuet, Coblenz (Zentralb. f. Gyn., 1908, No. 1), removed by vaginal cys- 
totomy four stones from the bladder of an unmarried woman, aged 29, which con- 
sisted almost entirely of cholestearin and biliary colouring matter. The woman had 
suffered from gall-stone colic and local peritonitis, and apparently a communication 


had been established and probably persisted between the gall and the urinary 
bladders. 


The Sensational Innervation of the Uterus. 

Herman ScHLEsINGER, Vienna (Muenchener m, Wehns., 1909, No. 4, 8. 211), 
elicited from a woman, 30 years of age, with syringomyelia, that in her last two 
pregnancies she had not felt any movements of the child. In the former of these 
pregnancies child-birth caused her no pain whatever, in the latter hardly any; 
towards the end of labour there was some pain, probably due to a laceration of the 
perineum. The study of this case leads Schlesinger to the following conclusions :, 
There is a specific perception (an organic perception) which, discharged from the 
wall of the uterus or from the peritoneum, indicates concussion (movements of the 
child), and reaches the spinal cord through the sympathetic. In disease of the cord 
it may remain isolated or be discharged. It may, even when the sensibility of the 
abdominal wall to touch is unaffected, be entirely lost. The central paths for this 
perception probably run gathered together in the spinal cord, entering the cord 
above the sacral portion, while the paths of the pains of labour enter the sacral 
portion of the cord. Partial transverse affections of the cord (lesions in the neigh- 
bourhood of the posterior horns) may cause the extinction of the specific perception 
of the movements of the child or of the pains of labour, 


The Absorbent Power of the Vaginal and Uterine Mucosa. 

E. Fark, Berlin (Zentralbl. ¢. Gyn., 1909, No. 5), says that the uterine mucosa 
has more absorbent capability than any other part of the genital tract. As regards 
the vagina the vehicle for the drugs is of importance. The mucosa of the normal 
portio does not absorb saline solutions. Iodine is hardly taken up at all when 
combined with glycerine, a watery solution is better, and better still are combinations 
with lanolin, vasolin, fetron and vasogen. The tampons of iodine and gelatine, the 
so-called ovata (Stephan), have proved very suitable applications, 
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Increase in the Amount and Acidity of the Gastric Juice during 
Menstruation. 

L. M. Wotrs, Berlin (Deutsche med. Wchns., 1908, No, 51), has found in 
a number of cases that during menstruation there is an increase of the hydrochloric 
acid, and of the general acidity, of the gastric juice; moreover the amount of juice 
secreted is more than the normal, apparently owing to purely reflex nervous stimu- 
lation. At the same time the motor activity is notably diminished. Hypersecretion 
when already present may during menstruation become an actual gastrorrhea. 
Gastric examinations therefore at the time of menstruation may give very deceptive 
results. Patients with gastric ulcer should observe an especially strict regimen dur- 
ing menstruation on account of the danger of hemorrhage. 


Clinical Results of Vaporization. 

K. FRANKENSTEIN (Monats. f. Geb. u. Gyn., Band xxviii, Heft 4) reports upon 
the results of vaporization of the uterus in 192 cases in the Kiel Frauenklinik under 
Werth. On the average the cases were under observation for three years, only 21 
for less than 12 months, and in these cases the primary results were decidedly good. 
No serious accidents can be feared from vaporization properly carried out, at all 
events, Frankenstein never saw any partial obliteration of the uterine cavity or 
atresia of the internal os. In young persons vaporization is not justifiable save ex- 
ceptionally and upon vital indications, and it should rarely be practised for myomata, 
and then only for small and entirely interstitial nodules, for it is to some extent 
dangerous and also inefficient. The permanent effects were altogether satisfactory ; 
many cases, that had previously been curetted several times without benefit, proved 
the superiority of vaporization. The subjective effects are certainly better than those 
of mutilating operations. With carefully considered indications and accurate tech- 
nique, vaporization will maintain its place for the successful treatment of climacteric 
hemorrhage. 


Fratau (Muenchener m. Wcehns., 1909, No, 2, S. 102) at a meeting of the 
Franconian Obstetric Society declared that from his own ten years’ experience and 
from that of others, he was convinced of the accuracy of the views he promulgated 
many years ago on the pathological anatomy and clinical effects of vaporization : that 
its field of victory is the treatment of climacteric hemorrhage not of a malignant 
nature; that its use before the menopause must be most exceptional and upon the 
strongest indications only ; and that absolute obliteration of the uterine cavity cannot 
be ensured without sound technique. By his method of simultaneous drainage of the 
uterus, the elevations of temperature, that otherwise occur almost invariably, are 
altogether avoided. 


Complete Restoration of Function by Abdominal Operation in 
Genital Atresia. 

Fr. Conn, Kiel (Zentralbl. ¢. Gyn., 1908, No. 50), points out that it is to 
Pfannenstiel we owe a conservative abdominal method of dealing with atresia of the 
female genitals, which not only provides for normal menstruation but offers the 
possibility of conception and childbirth free from danger. In this method, after 
division of the peritoneum between the bladder and uterus and detachment of the 
posterior vesical wall, the cavity of the uterus is laid open and the cervical canal is 
made patent from above and stitched to an opening into the vagina. Cohn relates 
a case, so treated by Pfannenstiel in Breslau, seven years ago, in which childbirth 
took place in May, 1907: labour spontaneous and childbed was uncomplicated, 
and the child did well. Cohn says this is the first instance in which childbirth has 
occurred after an abdominal operation for atresia. 
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Total Prolapse of Vagina and Rectum. 

Srorcken (Muenchener m, Wcehns., 1909, No, 4, 8. 210) recently presented to the 
Marburg Medical Society a case in which by extensive anterior and posterior col- 
porrhaphy, the formation of a broad and deep perineal body, the resection of 
about 8 c.m. of the greatly dilated sphincter ani externus and the amputation of 
about 15 c.m. of the rectum extensively prolapsed beyond the anus, he cured an 
enormous procidentia in a woman 67 years of age. Before the operation the over- 
stretched sphincter offered no resistance to the introduction of his entire hand. 
Healing took place by primary intention, convalescence was uninterrupted, and there 
was complete restoration of the function of the sphincter. The woman left her bed 
on the second day after the operation. 


The Use of Tents as Dilators of the Cervix. 
O. v. Herrr (Zentralb. f. Gyn., 1908, No. 48) condemns the use of tents as 
dilators as quite unnecessary : he finds metal dilators efficient and satisfactory. 


M. Srotz, Graz (Ibidem, No. 50), admits that dilatation with laminaria is 
attended by two dangers: (1) The tent may slip into the uterus. (2) The tent may 
swell to an extent that prevents its removal. He therefore recommends that the 
tents employed should have a discoid enlargement at one end, and that after the 
cervical canal and inner os have been widened, without narcosis, by Hegar’s bougies 
to No. 6 or 8, two tents as large as may be should be introduced at the same time. 
They can then be removed one after the other. 


C. Fretscumann, Vienna (Jbidem, No. 52), considers tents necessary under some 
circumstances; they are better than Hegar’s bougies for dilating a gravid uterus for 
the induction of labour or a puerperal uterus with the object of removing the 
remains of an abortion. He considers them contra-indicated only when rapid dilation 
of the cervix is essential or when the uterus contains infectious secretion. He 
frequently uses both kinds of dilators: Hegar’s up to No. 9, then laminaria, and 
then Hegar’s again up to No. 20. 


The Use and Abuse of the Curette. : 

G, E. Herman (Brit. Med, Journ., 1908, vol. ii, p. 1661) specifies as abuses :— 
(1) Curetting merely because the patient is anesthetized for some other operation, 
the curetting being apparently supposed to be in some way beneficial to a healthy 
uterus; (2) curetting a uterus which has been infected with pathogenic germs, with 
the idea that it is possible to scrape away the whole of the infected tissue; (3) 
curetting neurasthenic patients for pain without excessive hemorrhage, the pain 
being supposed to be due to endometritis brought about by variations in the shape 
and size of the uterus, none of these changes having been shown to be more patho- 
logical than variations in the size of the lobule of the ear. 

As uses :—(1) To remove new growths, either as a treatment or for diagnosis, 
especially growth causing hemorrhage; (2) to scrape away the decidua as completely 
as possible after removal of an aborted ovum; (3) to scrape away infected bits of 
dead chorion in cases of puerperal sapremia; (4) to detach something that is causing 
trouble, not to relieve pain. Frank E. Taytor. 


Perforation of the Uterus. 

W. Weiser, Vienna (Zentralb. f. Gyn., 1908, No. 52), reports two instructive 
cases: (1) A woman, aged 26, was admitted to the Klinik under the idea that she 
had an ectopic pregnancy. An exploratory colpoceliotomy revealed pus about the 
appendix, and laparotomy an encapsuled peritoneal abscess containing a rubber 
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catheter. The patient afterwards suffered from an intestinal fistula and from a 
pleural abscess, but ultimately recovered. The catheter had been introduced into 
the uterus by a midwife to cause abortion, and had perforated the uterine wall, and 
lain for three weeks in the abdomen. It turned out that the woman was not 
pregnant at all. (2) A physician in attempting to extract the retained placenta after 
an abortion, with ovum forceps, perforated the uterus without noticing it, and 
dragged out some of the large intestine with its mesentery. A strip of the sigmoid 
colon three fingers wide was found to be wanting but fortunately the patient 
recovered after suture of the bowel. 


Urachal Cyst simulating Appendicular Abscess: Arrested 
Development of Genital Tract: with notes on Recently 
Reported Cases of Urachal Cysts. 

Asan Doran reported the following case to the Surgical Section of the Royal 
Society of Medicine on March 9, 1909 :—A girl, aged 17, had a sudden attack of pain 
in the right iliac fossa, and one month later a tender swelling was detected occupying 
the right iliac region and extending to the middle line. It did not increase in size 
during menstruation. The vagina was two inches in length, ending in a pouch, 
blind except that at its right extremity there was an orifice whence menstrual 
blood was observed to trickle. A uterine sound introduced into the orifice passed 
for 3in, to the right along the lower pole of the swelling, which did not bulge into 
the vagina, but lay behind it. There was a firm soft body under the swelling to 
the left of the menstruating tract. The vulval structures were normal. At the 
operation the swelling was found to be a cyst lined posteriorly by the parietal peri- 
toneum. A thick cord, which proved to be a segment of the urachus, ran from the 
bladder into the cyst, which contained half a pint of clear, odourless fluid. There 
were omental and intestinal adhesions to the parietal peritoneum lining the back of 
the cyst. There was no collection of retained menstrual blood. As the relations of 
the back of the cyst to the ureters and the ill-formed genital tract were very intimate, 
yet not to be defined with accuracy, the cyst was not extirpated. The inner wall 
was trimmed away as much as possible and the cavity closed with catgut sutures, 
passed into the surface of the outer fibromuscular wall. The stump of the urachus 
was carefully transfixed and ligatured to avoid all risk of urachal fistula. The patient 
made a good recovery. Two months later the ill-developed upper part of the genital 
tract could be defined as a right cornu which transmitted menstrual blood and moved 
freely with the soft body to its left, probably a still less developed left cornu. The 
right ovary could be felt at the operation. 

Doran advocated further study of the urachus in the adult after the method of 
Wutz and Binnie. The precise nature of Wutz’s vesico-urachal valve, and the question 
of a persistent meso-urachus, a foetal condition, in the adult, are to be taken into 
account. Binnie, A. Keith, and others have observed a persistent meso-urachus, and 
Delore and Cotte have reported a case of an intraperitoneal urachal cyst. Turning to 
morbid conditions, Doran insisted that for surgical reasons dilatations must be 
classified as: (1) Urachal fistule, (2) primary cystic fistula, (3) pure urachal cysts, 
the subject of this communication, and (4) secondary cystic fistule developed from 
pure cysts which have acquired communication with the bladder or with the surface 
at the umbilicus. 

Hoffmann’s and Lawson Tait’s cases are now admitted to be spurious (encysted 
dropsy, &c.). 

Doran records a few instances of pure urachal cyst not included in Weiser’s tables 
(1906), and adds an original report of a cystic sarcoma of the urachus removed by 
F. 8. Eve from a male patient. In his own case there must have been some relation 
between the anomaly in the urachus and the arrested development of Miiller’s ducts. 
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The asymmetry, which in this case suggested appendicular abscess, has been observed 
by other surgeons (Douglas, Weiser), and detected in incipient cysts by pathologists. 
Peritonitis around a urachal cyst is very common, and may lead, especially in a 
young subject, to a diagnosis of encysted dropsy associated with tuberculous peri- 
tonitis, and the reverse error has been frequently made. 

A urachal cyst should always be removed if possible, but total extirpation has 
been found impracticable for many reasons in many cases, 


Lipoma of Intestine in a Woman. 

Leopotp Kugin (Archiv klin. Chirurgie, vol. lxxxviii, 1909, part 3) reports a 
case, interesting to the gynecologist, as are all abdominal tumours in women; there 
being one clinical fact evident, however, and that is that transplanted dermoids lying 
high in the abdomen rarely give rise to marked symptoms, whilst, as L. Klein 
observes, lipoma of the intestine causes much local disturbance, crampy attacks some- 
times diagnosed as due to an inflamed appendix, and symptoms of intestinal obstruc- 
tion. The deeper the origin of the fatty growth in the wall of the bowel the less 
marked will be the general symptoms and the more evident the intestinal disturbance, 
passage of blood from the anus being very characteristic, But diagnosis is very 
difficult, and even during the operation the nature of this purely innocent tumour 
has been frequently mistaken, its true character being determined by the pathologist 
after the operator has resected much bowel for fear of the imperfect extirpation of 
a purely imaginary malignant disorder. So it was in L, Klein’s case. The patient 
was a married woman aged 40, already, when admitted into hospital, for three 
months subject to hypogastric pains which confined her to her bed. There was con- 
stipation and loss of appetite. About four weeks before admission she had an attack 
of vomiting which lasted for several days. The patient was very pale, an oval 
tumour as big as a fist was definable in the region of the transverse colon, its long 
axis lay horizontally, and it was freely movable in all directions. Intussusception 
was suspected, but on opening the abdomen and drawing out the great omentum a 
tumour was found lying in the transverse colon close to the hepatic flexure. The 
serous investment of the growth was drawn in like a funnel, simulating an invagina- 
tion, but on palpation a firm tumour was definable, lying in the walls of the bowel. 
It felt as though papillomatous, and was then suspected to be a malignant growth. 
Much intestine was on that account resected, including the cecum and ascending colon 
and part of the transverse colon, whilst the ileum was joined to the colon further 
down. Two years after the operation the patient was in perfect health. The tumour 
proved to be a pure lipoma with areas of inflammatory change. It had developed 
in the submucous tissue, the mucosa on its free surface was sloughy, and as the 
tumour was becoming pedunculated it had dragged the serosa inwards, making the 
infundibuliform depression which was so puzzling to the operator. The tumour was 
as big as a pear and was easily enucleated. 

Langemak resected intestine for lipoma, mistaking it for cancer. Gross detected 
a lipoma, and as it felt freely movable he incised the bowel and removed the growth, 
clearly innocent, with ease. In Fuchsig’s case, the operator noted that when the 
tumour was manipulated a depression of the serous coat of the intestine developed. 
Taking this depression, quite rightly, for the base of the lipoma, Fuchsig cut around 
it through all the coats of the bowel, and thus removed the tumour by a simple 
enterostomy. Doran. 


The Primary and Permanent Results after Abdominal Total 
Extirpation of the Myomatous Uterus in 80 cases. 

M. Watrnarp, Frankfurt (Korrespondenzblatt f. Schw. Aerzte, 1908, No, 23), 

shows that abdominal total extirpation of the myomatous uterus is not only ex- 
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cellent in its immediate and ultimate results, but is a method that is practicable 
under all sorts of complications. The total mortality in the 80 cases was little over 
1 per cent.; there was no secondary hemorrhage and no ileus. The permanent 
results were very satisfactory as regards capability to work as well as in regard to 
the symptoms indicating operation (hemorrhages, urinary troubles, pains in the 
genitalia, and psychoneurotic phenomena). In regard to the latter, Walthard con- 
cludes that in “omission symptoms,” we have to do, as a rule, with indirect 
consequences of the operation. 


Thrombosis and Embolism after Operations on the Female Pelvic 
Organs. 

J. Buranp-Surton (Lancet, 1909, vol. i, p. 147) states that post-operative thrombosis, 
after coeliotomy, usually occurs about the twelfth day, and causes fever, pain in the 
thigh, quickened pulse, and swelling of the limb. The cases are grouped into three 
classes, affecting the saphena, the femoral and iliac, and the ovarian veins respectively, 
and each group gives rise to fairly distinctive signs and symptoms. After discussing 
the mechanism, symptoms, and operative treatment of pulmonary embolism, he 
remarks that pulmonary embolism occurs much more frequently after abdominal 
hysterectomy for fibroids than after any cther operation, and is especially liable to 
happen in women who are profoundly anemic from profuse and prolonged menorrhagia 
due to submucous fibroids, and that the chief cause of post-operative thrombosis and 
embolism is sepsis. Frank E. Taytor. 


Pregnancy complicated by Fibromyomata of the Uterus. 

F, W. N. Havtrain (Brit. Med. Journ., 1908, vol. ii, p. 1665) records ten cases 
treated by laparotomy, and points out that danger may arise from: (1) Pressure due 
to the size and position of the tumour; (2) degenerations during pregnancy or after 
labour; (3) interference with pregnancy and labour; (4) hemorrhage during or after 
expulsion of uterine contents; (5) secondary post-partum hemorrhage; and (6) septic 
infection. He concludes that: (1) Fibroids tend to sterility; (2) the association of 
pregnancy with fibroids, in themselves sufficient to give rise to symptoms, is an 
extremely anxious complication; and (3) the treatment in all cases should be ex- 
pectant, but on complications arising myomectomy or hysterectomy should be 
performed, Frank E, Taytor. 


Myoma and Pregnancy. 

Sir Wa, Smyzty (Brit. Med, Journ., 1909, vol. i, p. 197) points out that towards 
the end of the child-bearing period myomata in pregnant women, as a rule, cause 
little or no trouble, whereas the few which do cause trouble are usually published, 
so that a study of the literature gives an erroneous impression of the seriousness of 
this complication. He then discusses the effect of pregnancy on the tumours and of 
the tumours on the course of pregnancy, child birth, and the puerperium. He relates 
the case of a sterile lady married eight years, whom he saw in September 1903, with 
an enlarged uterus, in which no tumour was discovered. It was diagnosed as chronic 
metritis. In September, 1904 ,she became pregnant and the pregnancy was normal. 
Labour commenced in July 1905, and the pains were weak and inefficient. On the 
fourth day the membranes ruptured and the child was found lying obliquely with the 
breech in the right iliac fossa. A tumour the size of the fist was discovered at the 
side of the cervix, and it could not be pushed out of the pelvic brim. The patient 
was anesthetised, a foot brought down, extraction was tedious, and the child died 
during delivery. Post-partum hemorrhage followed and ergot was administered and 
a hot intra-uterine douche given. On the fourth day the temperature rose to 103°, 
and the lochia became fcetid, and intra-uterine douches of one per cent. formalin 
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were given. After the eighth day the temperature fell and progress was satisfactory. 

In October 1905 the tumour was enucleated from the left broad ligament, and in 1906 

the patient again became pregnant, and her pregnancy and labour were normal. 
Frank E, Tayror. 


Uterine and Tubal Tuberculosis with Myoma. 

O. Henricu, Strassburg (Monats, #7. Geb. u. Gyn., Band xxviii, Heft 4), reports 
the following case: A nullipara, 54 years of age, whose menopause occurred one year 
ago, had for the last four months and a half suffered from profuse hemorrhage. 
Her uterus, owing to numerous interstitial and subserous nodules, was found to be 
larger than a man’s fist. No ascites was detected, and, after a few days, when 
her debilitated condition had been improved, she underwent laparotomy. The 
peritoneum showed no exudation or nodules. Both ovaries were cystic and were tied 
off with the tubes, as the latter showed many nodular swellings. The uterus three 
or four times the normal size, with many excrescences, was removed with the adnexa 
after supravaginal amputation. The cervical mucosa was excised and the stump 
covered with peritoneum. On the twelfth day after the operation the patient 
collapsed owing to blood poured out into the pouch of Douglas and removed by the 
vagina. Examination of the specimen revealed a large myoma in the anterior wall 
of the uterus, but the organ was beset with numerous caseous foci, some in process 
of softening. The left tube had undergone partial caseous infiltration; the right 
showed no pathological lesion, but neither of them were permeable by the sound. 
Microscopic examination confirmed the supposed tuberculosis of the uterus and tube, 
and Henrich thinks that the primary focus was in the left tube, and as the peritoneal 
investment of the tube was unaffected while the mucosa was almost destroyed, it 
seems probable that the mucosa was first attacked, and that the process extended out- 
wards to the muscularis, and in some places crept as far as the serosa. The process 
extended to the mucosa uteri and then caused acute inflammation which in some 
spots had reached the stage of caseation. The entire myometrium was affected and 
contained numerous tubercles and caseous foci, but the uterine serosa was free from 
the disease. Henrich considers primary genital tuberculosis possible but certainly 
very. rare, and secondary infection to be always a descending one, as in this case. 
He considers laparotomy the best treatment as it allows immediate and complete 
inspection without very serious injury to the patient. He attributes the retro-uterine 
hematocele during convalescence to the sudden change caused by the operation in the 
local circulation already impaired by the disease, and to changes in the blood-vessels 
themselves. 


Adenomyoma of the Uterus. 

J. Branp-Sutron (Brit. Med. Journ., 1909, vol. i, p, 198) considers that this 
disease has not received in Great Britain the adequate attention its importance 
demands, probably because microscopic examination of the tissue is necessary for the 
recognition of adenomyoma, and because they are often confounded with submucous 
fibroids, since the symptoms caused by these two conditions are identical. He 
describes and figures two examples of this condition, in one the whole uterus was 
uniformly enlarged by diffuse adenomyomatous disease, whilst the other showed a 
localized patch of adenomyoma in the posterior wall. He notes the frequency of 
inflammatory complications with adenomyoma of the uterus, and also the fact that 
that cases have been recorded in which adenomyomatous uteri have become infected 
with tubercle. The signs and symptoms of adenomyoma of the uterus consist of 
menorrhagia and dysmenorrhea, with enlargement of the uterus. These signs and 
symptoms are also furnished by submucous fibroids and by fibrotic uteri, and micro- 
scopic examination is indispensable for their differentiation. Subtotal hysterectomy 
is the only effectual mode of dealing with this disease, Frank E. Tayror. 
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Adenomyoma of the Round Ligament. 
Cottoca (La Ginecologia, December 1908) reports a case of adenomyoma of the 


round ligament, interesting because of its rarity and because of the light which its 
situation may throw on the morphological origin of such tumours. 

The patient, aged 44, was married but had no children. There was nothing in 
her family or personal history worthy of note, save that menstruation had always 
been painful and that, two years before admission to hospital, it had become more 
painful and frequent. Along with these symptoms the patient observed a swelling 
on the right labium majus which went on increasing in size. 

Objective examination showed in the right labium majus a tumour about the size 
of a hen’s egg, freely movable under the skin and on the underlying tissues, especially 
in an upward direction, when the superior pole of the tumour passed for about the 
distance of 2 centimetres into the inguinal canal. On moving it downward from the 
canal it was found to be continuous with a hard cord, which, considering the region, 
could only be the round ligament. The hard elastic consistency of the tumour, its 
want of tenderness to pressure, its resonance and its irreducibility, excluded the 
possibility of its being an ovarian hernia. 

An operation was performed and the tumour was easily enucleated and separated 
from the cord. 

Macroscopic examination showed a smooth, pinkish-white, ovoid mass, about 5 cms, 
long and 3cms, broad. On section there was no creaking, but a serosanguineous fluid 
was obtained on scraping the surface of the section, which was pinkish-white with 
glistening white spots. 

On microscopic examination it was seen that the tumour was composed mainly of 
very vascular connective tissue, surrounded by a dense zone of small round cells, and 
with similar areas of small-celled infiltration scattered through the connective tissue. 
Towards the centre of the tumour, more especially at the superior pole, there were 
bundles of unstriped muscular fibres, and at the superior pole where the tumour 
became continuous with the round ligament, in the midst of the connective tissue and 
bundles of muscular fibres, there was an area of irregular, confluent, glandular tissue, 
lined with nucleated cylindrical epithelium, which rested on a basal membrane of 
connective tissue densely infiltrated with round cells, and in many points showing 
signs of degeneration. The diagnosis made was adenomyoma of the round ligament 
with chronic interstitial inflammation. 

The question arises as to the genesis of such a tumour, for there is no gland 
tissue in the round ligament. Cullen in 1896, Pfannenstiel in 1897, and Bluhm in 
1898, described three similar cases, and attributed their origin to the Wolffian body. 
On the other hand, many hold that because of their similarity to adenomyomata of 
the uterus such growths may originate from Miiller’s ducts. 

Colloca considers that if the tumour had developed at the tubarian angle where 
Miiller’s ducts encroach on the Wolffian canals he might have favoured the latter 
view, but since the situation is as described, he thinks that its development must 
have been from the Wolffian body. He bases his opinion on the fact that embryonic 
cells, belonging to the Wolffian body, constitute physiologically in the adult rudi- 
mentary organs (paroédphoron, epodphoron) often found in abnormal positions. Con- 
sidering the ease with which the elements of the primitive kidney abandon their 
physiologic seat to form deposits elsewhere, and the intimate connection of the round 
ligament with the primitive kidney, he agrees with the hypothesis that development 
is from the Wolffian body. J.H.F. 
Abdominal Hysterectomy for Cancer of the Cervix. 

. B, Henverson (Brit. Med, Journ., 1908, vol. ii, p. 1545) reports that during 
aa past two years Wertheim’s operation hes been performed by various operators at 
the Cancer Hospital 17 times with 4 deaths, which gives a primary mortality of 
23°5 per cent. Frank E, Taytor. 
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Adenocarcinoma of the Body of the Uterus. 

J. M. Munro Kerr (Brit. Med. Journ., 1909, vol. i, p. 201) gives notes on five 
cases of adenocarcinoma which occurred in his private practice in one year, and con- 
siders that this condition is more frequent than is stated in text-books. In three 
cases adenocarcinoma was suspected, the uterus was curetted, and the tissue removed 
sent to the pathologist; in two cases a diagnosis of fibromyoma of the uterus was 
made and the adenocarcinoma was only recognized after extirpation of the uterus. 
All the patients made uninterrupted recoveries, Frank E. Taytor. 


Metatases of Carcinoma of the Uterus in the Central Nervous 
System. 

H. Orrercep, Frankfurt (Zeits. Geburts. u. Gyndkol., Bd. |xiii, Ht. 1), having 
observed a few cases at first hand, has been stimulated to a literary research on this 
subject, which he has carried out in a careful and thorough manner. The chief 
result of his work is that even admitting that post mortem examinations are, 
nowadays, more thorough than formerly, metastases in these parts are not so rare as 
was supposed. Metastases in the brain, dura mater, spinal cord, peripheral nerves 
and special sense organs, are dealt with in order. Earpiey Hoanp. 


The part played by the Hemopoietic System in the Metastasis of 
Uterine Carcinoma. 

H, Orrercetp, Frankfurt (Zeits, Geburts, u, Gyndkol., Bd. |xiii, Ht, 2). The 
results of this complete piece of work fall under the following headings :— 

1, Metastases in the spleen are of very rare occurrence in carcinoma of the uterus, 
and are cnly met with in very advanced cases. They are associated with pronounced 
hematogenous metastasis in those organs where metastasis is seldom found in uterine 
carcinoma, viz., in the suprarenal, brain, skin and breast. Because of their small 
size and central situation they are usually first discovered at a post mortem examina- 
tion. At every post mortem the spleen should be examined histologically to see 
if carcinoma cells are present in the pulp. 

2. Metastases in the bones. Distinction must be made between true metastases 
and involvement of bone by direct contact with carcinomatous growth or glands. 
The genuine metastatic deposits are mostly seen in advanced cases of carcinoma of 
the cervix. The periostium and dura mater are more resistant than the bones. 

3. Biology of metastases, In the origin of secondary deposits two conditions must 
be present together—circulation of living tumour-cells and “disposition of the 
individual.” The latter is produced by the cachexia, dependent upon the sepsis, 
hemorrhage, necrosis, and autolytic products of the carcinoma cell. The cause of 
the comparative freedom of the hemopoietic system from metastases lies in the 
physiological activity of these organs as cell-destroyers and phagocyte producers, etc, 

Earpiey Hozanp. 


Pregnancy to term complicated by Metastases of a Cancer of 
the Stomach, in the Uterus, Ovaries, and Appendix Vermi- 
formis. 

J. Gosret, Orlau (Wiener kl. Wehns., 1909, No. 4), reports a case in which a 
full-term child perished owing to mechanical impediments to delivery due to car- 
cinomatous tumours of the uterus and ovaries. The uterus and carcinomatous masses 
were removed by laparotomy, one of the ureters being resected and implanted in the 
bladder. Subsequently, when the dressing of the wound was being changed, extensive 
carcinoma of the stomach was detected. The patient made an uninterrupted recovery 
and the immediate results of the operation were satisfactory, though the carcinoma 
continued its development. The undisturbed development of the pregnancy under 
the unfavourable mechanical conditions in the case, is remarkable. 
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Conservative Surgery of the Uterus and Ovaries. Its possibilities 
from the experimental standpoint. 

E. Scorr CarmicuaEL (Hdinburgh Medical Journal, February 1909). Certain 
conditions which, clinically, were formerly believed to be pathological, are no longer 
accepted as indications for removal of the ovary. 

In the light of experimental investigation, a small amount of ovarian tissue has 


the power of exerting its influence on the general economy, so that the small cystic 


ovary, the cirrhotic ovary, or the ovary imbedded in peritoneal adhesions, need not 
be condemned to extirpations. 

Ovarian activity does not depend upon the presence of the uterus as suggested by 
some authorities (Blair Bell), and the uterus, after removal of the ovaries, does not 
retain its functional activity. 

Removal of ovaries in adult rabbits always caused atrophy of the uterus, and in 
young rabbits, the uterus ceased to grow. These facts seem to disprove the presence 
of any substance such as “uterin” having a controlling power on the uterus. 

The preservation of uterine mucous membrane by subtotal hysterectomy, and the 
theory of Abel and Zweifel, is not supported by experimental evidence. 

The removal of the uterus in adult rabbits had no effect upon the functions of 
the ovaries, and in living rabbits, after hysterectomy, the ovaries continued to grow 
to maturity, and showed evident signs of their power of ovulation. 

Thus from the operative standpoint the preservation of ovarian tissue, after 
removal of the uterus, is always allimportant, whereas the uterus alone is of no value 
physiologically without the ovariés. 

Much can be done surgically to conserve ovarian tissue, and experimentally, the 
ovary has shown itself to have marked power of compensation, 

Resection of the ovary in young rabbits has shown this power in a striking 
degree. 

Removal of a single ovary gives rise to compensating hypertrophy of the opposite 
ovary. 

Removal of all but one-fifth of an ovary in a rabbit showed that this small piece 
of tissue hypertrophied to the size of the normal ovary, and that the animal became 
pregnant and gave birth to five young ones. Ovarian grafting is still another means 
of preserving the ovarian influence. Too much must not be expected of it, as the 
transplantation of large masses of tissue is generally associated with failure, but 
small portions may be grafted with considerable chance of success, 

Reference is made to 21 experiments by the author. 

The conservative surgery of the Fallopian tube is as yet in its infancy, but in the 
future, adherent tubes, tubal abscess, closed tubes, and ectopic tubal pregnancy 
should not be considered indications for its extirpation. 

The detailed experiments upon which this paper is based are found in the 
Proceedings of the Royal Society of London, vol, \xxix, 1907, and in the Journal of 
Physiology, February 1908. A large number of them were performed in conjunction 
with Dr. F, H. A. Marshall. AvrHor’s ABSTRACT, 


Solid Fibroid of Ovary Obstructing Delivery. 

J. Srewart (Brit. Med, Journ., 1908, vol. ii, p. 1545) says: During labour in a 
primipara, aged 26, an ovarian tumour was recognized situated opposite the right 
sacro-iliac synchondrosis, wedged between the brim of the pelvis and the head of 
the foetus and advancing in front of the latter. The cervix could be felt high up 
just within the true pelvis, and was soft, dilatable, and about the size of half-a-crown. 
Under chloroform the hand was passed into the vagina, and when the uterus and 
foetal head had been pushed to one side, the tumour slid back gently into the 
abdomen. With the hand still in the vagina the cervix was dilated, forceps were 
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applied and the child delivered. The puerperium was uneventful. Six weeks later 
a fibroid of the ovary, about the size of an orange, with a long pedicle, was removed, 
Recovery was uninterrupted. Frank E, Tayror. 


Torsion of the Pedicle of Parovarian Cysts. 

Fossati (Annali di Ostetricia, December, 1908) refers to the fact that in 1879 
Lawson Tait first drew attention to the frequent complication of intra-ligamentary 
cysts with torsion of their pedicles, and proceeds to describe cases of parovarian 
cysts since recorded in literature or clinically observed by himself. He draws the 
following conclusions :— 

(1) Parovarian cysts very often form a pedicle, especially when they originate 
from the most external tubules of the parovarium. Taking an average of all the 
cases enumerated, he found that torsion occurred in 27 per cent. A condition appar- 
ently favourable to the phenomenon is the absence of inflammatory affections of the 
adnexa. The situation of the tumour to right or to left seems to play but a small 
part in the provocation of such accidents. 

(2) The phenomenon is much more frequent in pluripare than in primipare, and 
pregnancy seems to exert a remarkable influence in determining it, either directly, 
through physiologic displacements of the uterus, especially through the rapidly 
succeeding changes which occur during parturition, or indirectly, because of increased 
laxity of the abdominal walls, and hence easier displacement of the abdominal 
organs. 

(3) The number of twists on the pedicle may vary very much, for example, from 
one half to five or more spiral turns. The lesions determined by torsion depend not 
only on the number of gyrations, but on their tightness, on the length and breadth 
of the pedicle, and on the strain, to which it is subjected. Such lesions may be 
found in the ovary, in the tube, or in the wall of the cyst, and consist in edema, 
congestion, diffuse hemorrhage, more or less circumscribed hematomata, zones of 
necrosis, and more or less extensive denudation or fatty degeneration of epithelium. 
The contents of the cystic sac may be clear as water or intensely sanguineous and 
rich in coagulated blood and fibrinous clots. 

(4) It is rare to find ascites accompanying the cyst. When it does so it is usually 
due to one of three factors: (a) malignant degeneration of the cyst; (b) formation 
of vegetative growths in the peritoneum or round the cyst; or (c) twisting of the 
pedicle, which may cause transudation through congestion of the cyst, through 
provoking peritoneal irritation, or through causing zones of necrosis on the surface 
of the cystic sac, and thus lead to more or less rupture and the escape of blood and 
cystic fluid into the peritoneum. In the six cases cited by the author, the ascites was 
evidently the result of the torsion, for in none was malignant degeneration of the 
tumour or vegetative outgrowths detected. 

(5) The clinical manifestations consist in paroxysms of pain with longer or shorter 
intervals of quiescence. Elevations of temperature rarely occur during the paroxysms 
of pain. During the crises an exact diagnosis is very difficult. Once the acute 
phenomena subside, the discovery in the adnexal zone of a swelling, independent of 
the uterus, rounded, moveable, superficially fluctuant, and a little tender to pressure, 
may suggest a parovarian cyst twisted on its pedicle, and the differential diagnosis 
will lie between such a lesion and an ovarian cyst or a hydrosalpinx complicated by 
torsion. The finding of an enlarged ovary beside such a tumour, and of a tube 
surrounding it, will furnish data for a more certain diagnosis, 

(6) Extirpation is always indicated, and the best method is by median laparotomy. 
In the great majority of cases the prognosis of operation is favourable J.H.F. 
The Physiology of the Fallopian Tube. 

J. T. Suretaw (Brit, Med. Journ., 1908, vol. ii, p. 1671) considers it exceedingly 
probable that the Fallopian mucosa is continually moistened by a small quantity of 
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fluid which is increased during the passage of the ovum, and that the retention of 
an impregnated ovum in the tube is due to the lessened secretion or to diminution of 
ciliary movements from previous salpingitis. Frank E. Tayzor. 


Hypoplasia of the Tubes, and its connection with Extra-uterine 
Gestation. 

Hoéune, Kiel (Zeits. f. Geburts, u. Gyndkol., Bd. lxiii, Ht. 1). Hypoplasia of 
the tubes is associated with hypoplasia of the system generally and, as a rule, the 
other pelvic viscera are equally affected. The tube is markedly convoluted in in- 
fantile life, and, with advancing years, these convolutions gradually straighten out, 
until, by the time puberty is attained, they have disappeared, but when hypoplasia 
occurs, the convoluted infantile type of tube persists, 

If, however, convoluted tubes be found in an adult woman, it does not always 
signify hypoplasia, for the tube can become convoluted from inflammatory processes, 
Inflamed tubes are bound to become convoluted, because of the exudation into their 
walls and lumen. This can be demonstrated experimentally by excising a tube with 
its mesosalpinx, tieing the ends and injecting fluid into its lumen. The tube becomes 
thrown into convolutions which increase with the amount of fluid injected. The 
distance between the uterine origin and the infundibulum is not increased, because 
at these two points the tube is held firm by its peritoneal attachments. The acute 
points of the convolutions occur where the tube is more or less anchored, where the 
blood vessels enter the broad ligament and penetrate the tube. If a gravid tube and 
its fellow of the opposite side are convoluted to a greater or less extent, the origin 
cannot be designated “hypoplastic” unless a former inflammatory process can be 
definitely excluded. The convolution of a hypoplastic tube is not a factor in the 
causation of tubal gestation, which, when it occurs in such a tube, is to be referred 
rather to the accompanying poorly developed state of the epithelium. In inflamma- 
tory convoluted tubes mechanical reasons exist for the occurrence of gestation, such 
as fusion of folds of mucous membrane and intramuscular branching of the lumen, 
both of which are absent in hypoplastic tubes. Earpiey Hottanp. 


Tubal Pregnancy—lIts Aetiology, Diagnosis, and Treatment. 


L, Fispier (Deutsche Zeitschrift f. Chirurgie, Nov., 1908) reports that of 3,500 
gynecological cases at the Moabit Hospital during the last four and a half years 
82, or 2°3 per cent, were tubal pregnancies. Infection, gonorrhceal or puerperal, and 
occasionally injuries, seem to be factors in its etiology, and elderly multipare seem 
most prone to be affected. Urobilinuria is an important diagnostic sign. In the 
statistics presented rupture of the tube was more frequent than tubal abortion. 
The treatment, even in cases of encapsuled hematocele, was operative, but drainage 
of the peritoneal cavity is not recommended. 


Repeated Tubal Pregnancy. 


SrorckeL, Marburg (Muenchener. m. Wchns., 1909, No. 4, S. 210), repeats the 
warning, often sounded of late, that in operating for extra-uterine gestation, the 
condition of the adnexa on the unaffected side should be ascertained, and if adhe- 
sions are present the second tube should be removed. He reports the following case. 
A patient who had undergone laparotomy four years ago for a tubal abortion on the 
left side, was recently admitted into the Klinik with an enormous hematocele on the 
right side reaching nearly up to her navel. Conservative measures (hot-air treat- 
ment) failed to induce resorption of the blood, and laparotomy was performed for 
the second time and the hematocele and right adnexa removed. 
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Ruptured Tubal Pregnancy at Four Months: Operation in a 
Cottage: Recovery. 

T. L. (Brit. Med. Journ., 1909, vol. i, p, 202) reports: A primipara 
aged 24, after four months’ amenorrhea, had a sudden attack of severe abdominal 
pain with signs of severe internal hemorrhage. Abdominal and vaginal examinations 
were negative. A foetus, 44in. in length, together with the ruptured right tube, 
placenta, and blood clot, were removed by ceeliotomy. Saline infusion was necessary. 
Although the operation was performed in a feather bed in a cottage, and 
the nursing was entirely performed by neighbours, who were collier’s wives, the 
patient recovered, Frank E, Tayror. 


A Ruptured Tubal Gestation with Twin Foetuses. 

H. N, Taytor (Lancet, 1909, vol. i, p. 235) reports the following case: A woman 
aged 21, who had had three or four months’ amenorrhea, complained of abdominal 
pain and faintness for several days and then had an attack of severe abdominal pain 
and fainted. During the next two days she got worse, becoming very blanched, 
while her pulse was almost uncountable. On opening the abdomen it was found to 
be full of blood and a ruptured tubal sac, with twin foetuses attached, was ligatured 
and removed. The patient recovered. Frank E, Tayror. 


Multiple Fibroma of the Cutis in Pregnancy. 

L. Gorn, Klausenburg (Monats. f. Geb. u. Gyn., Band xxviii, Heft 4), in a 
nullipara, 23 years of age, in the eighth month of pregnancy, found the whole skin 
of breast, abdomen, back and loins covered with numerous (over 300) nodules, 
brownish, and some of them cyanotic, in colour; except for two or three nodules, the 
face and extremities were unaffected. No arrangement corresponding to the course 
of the nerves could be recognized. Some of the nodules were not larger than a grain 
of millet and hardly rose above the surface, others up to the size of a hazel nut 
projected like hemispheres from the skin, and others again hung down like pouches 
with soft stalk-like attachments. Goth considered the case to be one of fibroma 
molluscum multiplex and his view was supported by the microscopic examination of 
a few nodules removed. As to whether the nodules had any connection with preg- 
nancy, it seems probable that, when the individual is disposed to such growths, they 
may be elicited by nervous influence. The origins of such nervous irritants is not. 
known, but in some cases they may be reflex. On the other hand, it must be 
remembered that various hyperplastic processes in the skin are known to be reflex 
results of pregnancy; if similar reflex irritation was set up in an individual predis- 
posed to fibromatosis, it might possibly cause fibroma multiplex instead of ordinary 
signs of pregnancy. It is also noteworthy that the nodules diminished very con- 
siderably in number and in size during childbed. Unfortunately more prolonged 
observation of the patient was impossible, 


Erysipelas Migrans in Pregnancy. Premature Labour. 

J. Sortey (Brit. Med. Journ., 1908, vol. ii, p. 1808) reports a case of erysipelas 
migrans in a primigravida. It began in the face and rapidly extended over the head, 
neck, shoulders and back, with great constitutional disturbance, and terminated by 
crisis on the tenth day. On the second day the patient had a premature labour, and 
the puerperium ran a normal course. The child only lived a few days. 

Frank E, Taytor. 


The Eclampsia of Pregnant and Parturient Women in its Forensic 
Aspects, with an illustrative case. 


Scuroeper, Altona (Viertelsjahrsschrift f. gerichtl, Med, u. 6, Sanitdtswesen, 
1908, Bd. 36, Heft 4) reports: A servant girl, aged 21, was accused of having killed 
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her illegitimate child after its birth. The child was found dead wrapped up in a 
towel; the afterbirth lay in the room. The girl had been at work in the morning 
but later was found unconscious on the floor, and when put to bed had, in the 
course of the day, repeated attacks of convulsions with loss of consciousness. In her 
lucid intervals she declared she had not given birth to a child; again as she became 
completely conscious she admitted that she had done so the previous night, that the 
child was dead when born, that she had put it in the feather bed, and that she 
had not had any light at the time. The child had fallen on the floor and soon 
afterwards she had had a fit. 

It had to be decided whether the mother had inflicted the fracture of the child’s 
skull disclosed by the autopsy and, if so, whether she was conscious at the time she 
did so. 

Schroeder points out that the possibility that the child may have perished from 
a blow on the head given during an eclamptic convulsion must be taken into account. 
In particular he supposes that, as is known to have occurred in other cases, the 
woman during her unconsciousness may have thrown herself about and have fallen 
with her fundament upon the edge of the bedstead in such a way as to fracture 
the child’s skull. Moreover, it must be admitted that, even if the accused actually 
killed the child, she did it in a condition of unconsciousness in which she had no 
free volition, so that she could not be held criminally responsible for the act, any 
more than an epileptic for a criminal act done just before an epileptic attack. 


Osteomalacia and Dementia Przcox. 

Jou. Haserxant (Archiv. f. Psychiatrie u. Nervenkrankheiten, 1909, Bd. 45, 
Heft 1) reports two instances of the catatonic form of dementia precox, supervening 
upon childbed, in which, after the psychosis had existed for several years, osteo- 
malacia developed very gradually, and there was an osteomalacic, myopathic para- 
lysis. He concludes from 34 cases of true osteomalacia with psychoses, collected from 
the literature, that of all hereditary forms of mental debility, dementia pracox is 
the one most frequently associated with osteomalacia, and gives an interesting review 
of the various theories that have been advanced on the etiology of the disease. 
It seems not improbable that osteomalacic metabolism may play some part in the 
ztiology of puerperal catatony. 


Pyelitis of Pregnancy Treated with B. Coli Vaccine. 

HT. Hicks (Brit, Med, Journ., 1909, vol, i, p, 208) records a very typical 
example of a moderately virulent infection of the right renal pelvis during pregnancy, 
in which a pure culture of B. Coli was obtained from a catheter specimen of the 
urine. From this a vaccine was prepared and 10c.cm,. [the number of bacilli would 
have been a better indication of the dose] were injected. The patient recovered and 
the pregnancy was unharmed. Hicks divides simple B. Coli pyelitis and pregnancy 
into three groups: (1) mild, (2) moderate and (3) severe. For the mild forms rest 
in bed, a milk diet, careful regulation of the bowels and the administration of 
potassium iodide and urotropin usually suffice. For the moderate cases the same 
treatment should be adopted with the addition of a Coli vaccine, and for the severe 
forms, when this treatment does not meet with success, the uterus should be emptied. 

Frank E, Taytor. 
Narcosis in Labour. 

Veit (Therapeutische Monatshefte, 1908, ii) protests against the indiscriminate 
induction of scopolamin drowsiness which he considers is not indicated except in 
neurasthenic women, and always demands the continued attendance of the physician. 
Towards the end of the first stage, a small injection of morphia is much to be 
preferred. If the stretching of the cicatrix of the hymen is attended with abnormally 
violent pain the administration of chloroform is the best relief. 
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Sacral Anesthesia. 

W. SrorckeLt, Marburg (Zentralb. 7. Gyn., 1909, No. 1), refers to Cathélin as 
the first, in 1903, to inject an anzsthetic into the sacral canal, a proceeding he 
recommended chiefly as a remedy for enuresis in children, as Kapsamer afterwards 
did also. Stoeckel from this derived the idea of trying such epidural injections to 
mitigate the pains of labour. His first attempt with 3 ccm, of a solution of novocain 
and suprarenalin was quite successful, and he now gives these injections instead of 
scopolamin-morphia narcosis. Access to the sacral canal is given by the hiatus 
sacralis, a triangular opening at the limit between the sacrum and coccyx. The 
solution after injection remains epidural or extradural. Hemorrhage and pain are 
insignificant. He has used for injection physiological salt solution and solutions of 
novocain with and without adrenalin or suprarenin, as well as solutions of eucain-{. 
His cases number 141, 89 primipare and 52 multipare. Favourable effects were 
evident in 111 cases: in 72 the sacral pain was relieved, in 39 the abdominal pain 
and the sacral pain. The head was born without any pain in 9 cases, and with very 
little in 16. There was a remarkable relaxation of the musculature of the perineum 
and pelvic floor in many cases. The effects of the injection began in from 3 to 5 
minutes, and persisted from a few minutes to six hours, but on the average from 
an hour to an hour and a half. Feebleness in the uterine contractions was noticed 
in 23 cases, and atony in some but never after suprarenin had been added to the 
solution injected. The child did not suffer in any way. Retention of urine in 
childbed was anticipated but did not occur in any case. In one instance infection 
of the track of the needle was followed by phlegmon in the gluteal muscles. The 
article is illustrated by four figures in the text and two plates. ; 

Stoeckel has employed similar injections in five cases of dysmenorrhea, but has 
not as yet come to a definite opinion upon their value in that affection. 


The Position of the Parturient; the Flexibility of the Loins and 
the Expulsive Force. 

B. S. Scuutrze, Jena (Beitrdge z. Geb. u. Gyn., Band xiii, Heft 2), points out 
that the more completely the spinal column of a parturient woman in the dorsal 
position is extended, the more obliquely is the head of the feetus, after it has left - 
the uterus, driven against the perineum, the less has the perineum to sustain, and the 
more easy is the exit of the head. But the extension of the spinal column is very 
materially affected by the position of the woman; the buttocks of a parturient should 
be on a lower level than her spine, and her lumbar vertebre should be extended by 
placing a bolster underneath them. Schultze gives a brief resumé of the measure- 
ments by which, in 1865, he determined on the cadaver the exact flexibility of the 
lumbar spine in the sagittal direction. It appears from Schultze’s researches that, 
in regard to the perineum and otherwise, for the birth of the head it is better for 
the mother, especially if a primipara, to be in the dorsal than in the lateral position. 


The Behaviour of the Bladder during Labour. 

Ep. Martin (Zentralb. f. Gyn., 1909, No. 1, 8. 28), in a communication to the 
Berlin Obstetrical Society, after some introductory remarks on previous recorded 
researches, on the cadaver and on the living, as to the normal position of the urinary 
bladder in women, discussed the results obtained in frozen sections. In four such 
sections confirmation was obtained of the observations made on the living, that during 
labour the urinary bladder is diverted to the right. He detailed the method of 
taking Roentgengrams after filling the bladder with an emulsion of bismuth, a large 
number of which had been taken during labour, and were exhibited by him. He 
attributed the almost constant displacement of the bladder to the right side to the 
torsion of the uterus on its longitudinal axis from left to right over its anterior 
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surface. The position of the child did not appear to affect the direction in which 
the bladder was displaced. His thesis was that during labour the bladder is 
displaced to the right side and that, under some circumstances, the displacement 
affects even the lower portion of that organ. 

Horsaver pointed out that when a patient is placed in Walcher’s position with 
dependent thighs, the bladder rises to some extent from the posterior surface of the 
symphysis and that by employing this position for pubiotomy the risk of injuring the 
bladder is diminished. 

Nacet attributed the displacement of the bladder to the right to the physiological 
displacement of the gravid uterus to that side to which Deventer was the first to 
call attention. 


On the Influence of Abruption of the Collum upon subsequent 
Pregnancies and Labour. 

M. Gitxes (C. RP. Soc. d’Obstét. Gynéc. Paed, de Paris et de Toulouse, vol. xi, 
March 1909), gives the history of the following case. 

(1) Labour at term, October 2 , 1900: early rupture of the membranes when the 
dilatation had only reached 3cm., was followed by cedema and rigidity of the 
cervix. Extraction by forceps led to complete detachment of the vaginal portion of 
the collum. Child 3,230 gm. Septic infection, curettage, recovery. 

(2) Patient re-admitted December 17, 1901. In place of the collum, an orifice 
with thick and irregular borders, of about lcm. in diameter, through which the 
inferior pole of the ovum could be felt. Early rupture of membranes at 3cm. 
dilatation. Total duration of labour 7°25 hours. Child 2,700 gm. 

(3) Premature rupture of membranes on August 28, 1903. Labour lasting only 
45 minutes. Child 2,430 gm. 

(4) Admitted March 5, 1905. Excess of liquor amnii; no cervical stump—orifice 
the size of a 2-franc piece, membranes protruding through it. Premature rupture of 
the membranes on March 20; child of 2,800 gm., born after half an hour’s labour, 

(5) On May 9, 1906, hydramnios; membranes ruptured prematurely. Labour 
began on May 14, and a foetus of 1,900 gm. was born after five or six contractions. 

(6) Premature rupture of the membranes on April 13, 1905; labour began on 
April 18, and a child of 3,500 gm, was born in 3 hours. The liquor amnii was scanty. 

A consideration of these facts shows that contrary to what might have been 
expected, the detachment of the collum had not any disastrous effect upon the 
evolution of the subsequent pregnancies or on the course of the labours. One must 
however note that four out of five of the pregnancies did not continue to term, and 
that the membranes ruptured prematurely on 4 occasions, but these are accidents 
which happen after surgical amputations of the collum, that is to say, after atypical 
amputation with which this case may be compared, and it is questionable whether 
they are to be attributed to the injury to the cervix altogether, as other circumstances 
may have been contributory, a low insertion of the placenta in the 2nd, 8rd and 
5th pregnancy, excess of liquor amnii in the 4th and 5th. In her 5th confinement 
labour came on at term after the woman had had six weeks’ rest in the maternity, 
which seems to prove that the tearing off of the collum is not necessarily a cause of 
premature delivery. The rapidity of the course of the labours may be attributed to 
the pregnancies having succeeded each other at such short intervals and within a 
relatively short time of the accident while the cicatrix was still recent, but in other 
cases other elements might influence the prognosis—the position of the rupture and 
the extent of the zone of sclerosis. 


M, AvpEBERT, who, in 1901, reported on the first and second confinements, could 
not altogether concur in the favourable view taken by M. Gilles as to the benignity 
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of spontaneous amputations of the collum, and thought he had demonstrated on a 
previous occasion that Schroeder’s operation frequently led to the interruption of 
pregnancy before term and to the premature rupture of the membranes, 


Suprasymphysary Hysterotomy in Placenta Previa. 

SELLHEIM (Gyndkologische Rundschau, 1909, Ht. 2), considering that the mortality 
in placenta previa is still high (10—20 per cent. in the case of the mother, 40—80 
per cent. in the child), recommends an incision over the symphysis pubis, and extra- 
peritoneal incision of the uterus in a longitudinal direction, to the external os uteri; 
the child and placenta can then be extracted with very small loss of blood. Pfannen- 
stiel’s transverse fascial incision is recommended. E. Scorr CARMICHAEL. 


Isolated Rupture of the Chorion in a case of Placenta Previa 
Lateralis. 

O. Bérrner, Rostock (Zentralb. f. Gyn., 1908, No. 52). At the beginning of 
labour in a quartipara, aged 31, a placenta previa could be felt but, as the labour 
proceeded, became no longer palpable. After delivery an isolated tear was found in 
the chorion which Bittner considered explained the disappearance of the placenta 
previa, which was withdrawn with the torn chorion while the amnion bulged out 
through the tear. 


Prolapse of the Placenta. 

Gaus (Gyndkologische Rundschau, 1909, Ht. 2) says that this rare condition occurs 
most frequently in twin pregnancies, and generally after the birth of the first child 
and before that of the second. It is only possible when the pelvis is more or less 
empty, as in transverse or foot presentations, or when the child is small, and the 
presenting part is movable at the brim. The diagnosis is easy, but the prognosis for 
the child is grave and for the mother doubtful. No case has yet been recorded in 
which the child has been saved. E, Scorr CarMIcHAEL. 


Unilateral Polyhydramnios with Oligohydramnios on the other 
side in a case of Uniovular Twins. : 
Hunziker Kramer, Ziirich (Archiv fiir Gyndk, B, 87, p. 174). A evenly 
35 years old, was admitted in the seventh month of pregnancy. Her extremities 
were cedematous and cyanosed and her breathing rapid and laboured. The abdomen 
was very tense and the pelvis generally contracted. As the dyspnoea increased, 
labour was induced by rupturing the membranes. Good labour pains set in but 
very little liquor amnii came away, and a small emaciated fetus was quickly 
delivered. The dyspnoea had not decreased and the abdomen was still tense. The 
second bag of membranes was incised and a large quantity of liquor came away 
and the second child followed immediately. The distressed breathing was at once 
relieved and the placenta was delivered in about half an hour. The first child was 
wasted and its skin much wrinkled. The second was plethoric and sodden with a 
tense skin from cedema, ascites and hydrocele. Both were alive, and it was noticed 
that the cedematous child passed large quantities of urine while the other passed 
hardly any. Both children died soon after leaving the hospital. The placenta was 
fairly normal but a great difference was detected in the cords. That belonging to 
the emaciated infant was thin and very little twisted, measuring 46 cms, long, while 
that belonging to the edematous child was much twisted and twice as thick as 
the other. Although there was a partition between the two parts of the placenta, 
the cord of the larger foetus seemed to have a much larger blood supply than that 
of its poorer neighbour. H. T. Hicks. 
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Monoamniotic Twin Pregnancy. 

JEANNIN (L’Obstétrique, Dec., 1908) reports a case of this rare anomaly. A 
quintipara, aged 36, was admitted to the Lariboisiére suffering from abdominal 
pains of recent origin. She was 54 minths pregnant and her abdomen had enlarged 
rapidly in the preceding weeks. Her condition was one of exhaustion and distress 
and physical examination established the diagnosis of acute hydramnios: absence 
of other possible causes suggested the presence of twins. After two days of rest, 
during which the abdomen had become more distended, the uterus was punctured 
with a fine trocar, through which 7 litres of amniotic fluid flowed in half an hour. 
Two hours later labour pains set in accompanied by a smart hemorrhage: the 
membranes were ruptured and 2 litres more of fluid were collected. Two foetuses 
were expelled spontaneously, as was also the single placenta. The foetuses, both 
males, weighing 800 and 700 grams respectively, were still-born; absence of macera- 
tion suggested recent death: autopsy revealed no lesion. The single placenta 
weighed 900 grams and shewed no division corresponding to areas for the separate 
foetuses : the cords were inserted velamentously 5cm. apart, and were tied together 
in a figure 8 double knot, sufficiently tightly to flatten their substance. There was 
no trace of a division in the sac. 

While monoamniotic twin pregnancy is so rare it is remarkable that many end 
in hydramnios, the death of the foetuses and abortion. E. H. L. O. 


Labour Impeded by Feetal Anomalies. 

M. Sricxer, Jena (Muenchener m. Wchns., 1909, No. 4, 8. 209), reports the 
following cases :—(1) In a twin pregnancy a congenital cystic kidney with ascites 
and extreme dilatation of the urinary bladder necessitated the evisceration of the 
second child. Concurring with Otto Busse, Stickel looks upon a congenital cystic 
kidney as due to arrested development and therefore as a malformation rather than 
a tumour. No anatomical cause was discovered for the congenital dilatation of the 
bladder. (2) In this case an unusually large tumour of the sacrum of the fcetus 
necessitated embryotomy. Histologically the mass proved to be not a malformation 
but a true tumour, an adeno-cystoma with foci of sarcomatous transformation. 


The Treatment of Labour in Contracted Pelves. 

June (Muenchener m. Wehns., 1909, No. 2, S. 102) reported to the Franconian 
Society of Obstetrics and the Diseases of Women 13 operations performed by himself 
and his assistants in the Erlangen Frauenklinik, between April and October of last 
year, upon parturients with contracted pelves of the flat rachitic form, and also upon 
two cases of anterior vaginal hysterectomy indicated, the one by severe pyelitis with 
high fever in the eighth month of pregnancy, and the other, in a case of profuse 
hemorrhage in the sixth month, by the impossibility of extracting the foetus through 
the cervical canal after dilation with Hegar’s bougies; both these mothers did well; 
the pyelitis was cured but the child, which weighed 2,250 gm., died after three 
days. Classical Cesarean section was performed in five cases, the contraction of the 
pelvis being of the second degree in two and of the third in three of them; two 
of the women had submitted to the operation once previously, another had had it 
done twice, and she had been sterilized, yet both tubes were permeable; on this 
occasion 2 cm. of each tube were removed and the stumps buried beneath the 
peritoneum. In all cases the incisions were longitudinal both in the abdominal wall 
and in the uterus, as on two previous occasions, after transverse fundal incisions, 
Jung had had to deal by operation with spontaneous rupture of the uterus. 

Hebosteotomy was performed in four cases, in three for contraction of the second 
degree and in one for contraction of the first degree. In the last, and in two of 
the other cases, the indication was protracted unavailing labour; in the remaining 
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case, threatened asphyxia of the child. In the last case the child was at once 
extracted alive with the high forceps; in two of the other cases spontaneous delivery 
occurred two or three hours after the hebosteotomy; in one case after 24 hours 
waiting a living child was delivered by forceps. 

Two suprasymphysary extraperitoneal Casarean sections were performed in cases 
of contraction of the pelvis of the second degree on women, brought into the Klinik 
after several days labour and repeated vaginal examinations, in whom, therefore, 
though they were not feverish, the asepsis of the genital canal could not be relied 
on. In both cases it was possible, with a little care, to push away the peritoneum 
from the bladder and lower segment of the uterus; in both cases the peritoneum 
was torn in the manipulation but the tears were at once stitched up and, practically, 
the operation was entirely extraperitoneal. In both instances the child was delivered 
with some difficulty with the aid of a single blade of the forceps, the uterine wound 
was closed and the abdominal incision stitched up. In these two cases the abdominal 
incision was Icngitudinal, but Jung intends in future to adopt the transverse incision 
of the fascia even in cases not absolutely unobjectionable as regards asepsis, as he 
believes that this modification of the incision does not materially increase the 
complications of the conditions of the wound, which are without it so very great. 

All these thirteen mothers recovered and were discharged in good health. Of the 
eleven children, ten were discharged alive, but one child born asphyctic after 
extraperitoneal Caesarean section, though revived, died 20 hours after birth, pre- 
sumably from the result of the asphyxia. 

Jung then explained at length his standpoint in regard to the treatment of labour 
in contracted pelves. In seriously infected cases he abstained from any of the major 
operations, and would not shrink from perforating the child even if it were alive. 
Classical Cesarean section and hebosteotomy should be reserved for cases which were 
certainly aseptic; in cases in which there was some doubt suprasymphysary section 
might be performed. In general practice Jung considered that the induction of 
premature labour was well adapted for many cases, and he recognised that an 
essential difference between the obstetrics of hospital and of private practice was 
inevitable, 

HOFMEIER preferred the longitudinal incision of the abdominal walls to the trans- 
verse fascial incision, as the conditions of the wound are much simpler; he did not ~ 
attach much importance to the danger of a second confinement after suprasym- 
physary Cesarean section. 


Hebosteotomy and the Induction of Premature Labour. 

Ap. ScHArii (Korrespondenzblatt f. Schw. Aerzte, 1908, No. 24) in a communi- 
cation to the Medical Society at Basle based upon 701 cases in the Women's Hospital 
of that city, demonstrated that hebosteotomy is followed by various immediate 
and deferred disadvantages and is by no means so satisfactory as the induction of 
premature labour with, when necessary, the rupture of the membranes in v. Herrf’s 
way, The only advantage of hebosteotomy is that the mortality of the children 
is not quite so high. Hebosteotomy should be an operation of necessity only, not 
of choice, 

P. Métier, Berne (Korrespondenzblatt f. Schw. Aerzte, 1909, No. 1), after 
discussing the development of modern ideas and the nature of operations for enlarg- 
ing the pelvis and the relation of such operations to perforation, Cesarean section 
and the induction of labour, describes the principles adopted in the Berne Klinik 
and the results obtained. The mortality of parturients with pelvic anomalies is 14 
per cent., that of the children 25 per cent. Under the practice of operations for 
widening the pelvis the infantile mortality had become less, but the maternal 
greater. In any case, for the present, hesitation in the performance of these opera- 
tions is to be recommended, especially to the private practitioner. 
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On the Technique of Cranioclasy and Extraction. 


R. Jouty, Berlin (Zentralb. f. Gyn., 1908, No. 51), referring to the difficulty of 
extracting the child with the cranioclast, often met with when the disproportion 
between the head of the child and the pelvis is very great, says that the rotation 
of the instrument during traction as recommended by Olshausen, though useful, may 
not succeed in delivering the shoulders, and the division of the collar-bone (cleido- 
tomy) as recommended by Phenomenov may not overcome the difficulty. In such 
cases Jolly recommends the use of the blunt hook which in three cases has proved 
successful in his hands. Cleidotomy and other cutting operations, with it are 
superfluous; the shoulder comes easily down into the pelvis and delivery, which 
previously resisted the strongest traction, is now easily effected. 


The Indications and Technique of Suprasymphysary Czsarean 
Section. 

HamMERSCHLAG, Konigsberg (Zentralb. f. Gyn., 1908, No. 50), reports three cases 
of suprasymphysary Cesarean section, successful for mothers and children (twins in 
one case), and indicated by eclampsia in two cases and by antecedent vaginal fixation 
in the third. In regard to its indications, the operation is an alternative to the 
classical Cesarean section, to vaginal Cesarean section and to hebosteotomy. Ham- 
merschlag thinks that suprasymphysary section will to some extent take the place of 
vaginal hysterectomy and of hebosteotomy, but that the classical Cesarean section 
will still be preferred for private practice and for operation on a dead woman. 


E. Kaun, Wilna (Zentralb. f. Gyn., 1909, No. 50), reports the case of a sextipara, 
aged 38, with a rachitic generally contracted and flat pelvis (Conjugata D. 9 cm., 
C.V. 7cm.). Delivery had been after perforation on four occasions, and of a living 
child by classical Cesarean section on the fifth. In her sixth labour Kahn performed 
the suprasymphysary operation by the Frank-Sellheim way after Pfannenstiel’s 
transverse incision of the skin and fascia. The child was born alive. There was 
serious arterial hemorrhage and some fever in childbed but the woman recovered. 


Extraperitoneal Cesarean Section. 


DéverteIn (Zentralbl. f. Gyndkol., 1909, No. 4), in a recent communication to the 
Munich Gynecological Society referred to the fact that in spite of all the technical 
improvements which had been adopted in performing Cesarean section, including 
Sanger’s method of stitching the uterine wound and the various dispositions of the 
uterine incision, in the anterior or posterior wall or in the fundus, even the intra- 
peritoneal operation had not yielded altogether satisfactory results. Nearly all 
operators, sometimes after numerous happy experiences and long series of recoveries, 
had met with unexpected fatalities. There might be many reasons for this, but the 
presence of sources of infection in the field of operation, itself fatal either from 
primary peritonitis or from secondary infection and re-opening of the uterine wound, 
is becoming more and more dreaded, as well as the great tendency of the uterine 
wound to form adhesions, especially with coils of the intestines. This may be the 
reason that Frank’s method of making the operation of Cesarean section extra- 
peritoneal, was so generally accepted, especially after Sellheim had modified it by 
various technical improvements. But as in most of these modifications the peri- 
toneal cavity is, even if only temporarily, opened, and the closure of the cavity is 
only regained by the temporary or permanent suture of the parietal to the uterine 
serosa, these methods are not, strictly speaking, extraperitoneal, but transperitoneal, 
and therefore do not secure the abdominal cavity from contamination. 
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Déderlein has now, with the aid of Pfannenstiel’s transverse incision, without 
opening the peritoneum, found a true extraperitoneal method of access to the lateral 
extraperitoneal parts of the lower uterine segment. This lateral approach evades the 
necessity of detaching the bladder from the peritoneum and genital canal, a dis- 
advantage of Sellheim’s method. The bladder, indeed, has not to be detached at all. 
The fold of peritoneum attached to the lateral pelvic brim is easily found and pushed 
upwards, so that the cervix can be slit longitudinally down to the outer os. The 
child is extracted, if the head presents, by forceps, or manually if a breech case, 
the placenta is expressed and the uterus is closed by a continuous catgut suture. 
In infected or suspicious cases, but not otherwise, the paracervical tissue is drained 
through the vagina. The abdominal wound is closed without drainage. Déderlein 
had performed this operation on three women, and he demonstrated its results on one 
three weeks, and on another a few hours, after delivery. He mentioned that extra- 
peritoneal section had been described by Ritgen nearly 100 years ago, and actually 
performed by him in one case, unhappily without success. 


Obstetrics in Hospital and Private Practice and Excessive 
Operation. 


W. Boxetmann (Berliner kl. Wehns., 1909, No. 1) realises that obstetricians in 
private practice should not object to the performance of the more recent obstetrical 
operations, the value of which in certain cases they quite appreciate. But the 
employment of these new technical methods in excess of the extent that will bear 
objective criticism is a matter for serious consideration. He illustrates this by the 
results of the treatment till now adopted in placenta previa, and cannot admit that 
under rational treatment the risk of bleeding to death is so enormous as is asserted 
in many quarters. In about 50 cases of placenta previa treated in his ordinary non- 
surgical way, he has not had a single instance of fatal hemorrhage. 


The Treatment of Childbed. 


Simon (Muenchener m. Wehns., 1909, No. 1, 8. 47) in a recent communication to 
the Niirnberg Medical Society discussed the inefficacy of the treatment of childbed 
until lately generally prevalent—in which rest in bed for as long as possible was 
considered the most important element. The consequences of this inactivity were : 
relaxation of the musculosa of the abdominal walls and of the pelvic floor leading to 
enteroptosis, obstipation, descent of the vagina, retroflexion, and, only too often, 
to puerperal thrombosis with the risk of embolism. Following the example of Kistner 
and Krénig, he had for the last two years, in private practice and in the lying-in 
home, adopted more active measures in about 800 cases, with most satisfactory 
results. The patients for three days were kept in bed but were allowed, if necessary, 
to get up to make water. If, on the fourth day, there was no fever, the women 
were allowed out of bed for one hour, and on the fifth day for two hours. At the 
same time gymnastic exercises were instituted twice a day to strengthen the 
abdominal muscles: rising from the supine to the sitting position, bending and 
rotating the trunk, and so forth. A well applied binder was essential. Not a single 
patient suffered any harm, and on the tenth day the women were in far better 
condition than under the former treatment, and abdominal involution was far more 
complete. The morbidity had decreased in consequence of the free discharge of 
the lochia ; neither phlebitis, thrombosis nor embolism was met with. Fever, suspected 
infection, extensive perineal laceration and extreme debility, contra-indicate early 
rising after labour; moreover, early rising, since it is not to be taken to mean early 
working, is only advisable under control. 
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Gymnastics in Bed after Labour or Major Gynecological 
Operations. 

SCHUCKING, Pyrmont (Zentralb. f. Gyn., 1908, No. 51), for the prophylaxis of 
thrombosis and in anemia and heart weakness, in childbed, strongly recommends 
systematic exercises of the entire muscular system in the supine, lateral, and prone 
positions, under control of the pulse rate and blood pressure. He attaches especial 
importance to exercising the muscles of the thorax and abdomen. With adequate 
caution the pulse can be kept at a constant rate, or but very slightly accelerated, 
and the blood pressure at all events without any lowering, but when the patients sit 
or stand up the pulse rate is nearly always increased and the blood pressure 
diminished. 


Thrombosis and Early Rising after Labour. 

F, Fromme, Halle (Zentralb. f. Gyn., 1909, No, 1), reports a case that must 
tend to limit the practice of getting women up soon after delivery recently 
so strongly recommended, especially by Krénig, as a prophylactic measure against 
thrombosis and embolism. <A primipara, 19 years of age, with normal temperature 
after a normal labour, got up for one hour on the second day of childbed. On the 
following day she had a temperature of 39°4C., and there were streptococci in her 
lochia: the fever disappeared after three days, but she died suddenly on the 
eleventh day. The autopsy revealed thrombosis of the left spermatic vein, of the 
renal vein and of the veins of the left parametrium, and a large embolus in the 
pulmonary artery. Fromme says this case illustrates the infectious character of 
puerperal thrombosis and embolism which in his opinion is of bacterial origin, just 
as post-operative processes of the kind. The early rising of the patient did not 
prevent thrombosis in this case. Fromme advises practitioners to abstain from 
getting their patients up early after labour until it can be shown that the pro- 
ceeding tends to limit the occurrence of thrombosis and embolism. 


The Frequency of Thrombosis after Gynzcological Operations 
and Childbirth. 

M. Hormeter (Zentralb. f. Gyn., 1909, No. 1) only met with 6 thromboses in 
280 cases operated upon for myomata: with the cases already published by Burk- 
hard, we find a total of 18 thromboses and 2 of embolism after 525 operations for 
myomata. In 5 of the 18 cases of thrombosis other lesions were found post mortem ; 
only 2 of the 18 were fever free. 

Among 10,000 confinements there were 12 cases of thrombosis, 9 of which had 
high fever, but there was not any instance of embolism. 

From these statistics it cannot be inferred that thrombosis often occurs from 
disturbed circulation. 


Pyrexia during the Puerperium. 

L, B, Cane (Brit, Med. Journ,, 1908, vol, ii, p. 1853) has analysed the causes of 
pyrexia in 1196 deliveries attended during twelve consecutive months in the extern 
midwifery department at St. Bartholomew’s Hospital. Of these cases 14°3 per cent. 
showed pyrexia, i.e., 13°2 per cent. of the multipare and 20°7 per cent, of the 
primipare, In more than half the cases of pyrexia the fever occurred on the second, 
third or fourth day; in the greatest number on the third day. 

The causes arranged in order of frequency with the percentage of the cases of 
pyrexia they produced were :—Constipation 36°8, sapremia 24, affections of the 
breasts (mastitis, engorgement of the whole breast and flushed breast) 11, reaction of 
diseases of the respiratory organs, chiefly bronchitis and influenza, 5°2, thrombosis 
and urinary and dental diseases 2°9, emotion 0°6. There was no case of septicemia. 

Frank E. Taytor. 
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Streptococci in the Urine in Childbed. 

Henxex and Heys, Greifswald (Zentralb. f. Gyn., 1908, No. 51), admitting that 
the use of the catheter is the commonest cause of cystitis in childbed, point out that 
other cases are met with either persisting from pregnancy or occurring spontaneously 
after delivery. The authors have been able to demonstrate streptococci in many 
samples of puerperal urine, removed with efficient aseptic precaution, in cases in 
which there were no pathological symptoms whatever. It seems certain that the 
mere presence of specific micro-organisms is not of decisive importance and that the 
urine must have some further addition in order to render the bacteria virulent 
enough to cause disease. They report a case of streptococcic urine in the puerperium 
in which the bacteria proved hemolytic and depended upon an old recurrent endo- 
carditis, 


The Aetiology of Puerperal Infection. 

HenxeEt, Greifswald (Zeitschr, f. Geb. u. Gyndkol., Bd, lxiii, Ht, 1), has, for 
some time past, subjected the material in his clinic to careful bacteriological investiga- 
tions, and has come to the following conclusions. Auto-infection does not exist, the 
infection always comes from without. Infection from imperfectly sterilised hands or 
instruments is not so common as infection from bacteria present in the vagina and 
vulva, either being carried into the uterus by various manipulations, or directly, 
without the mediation of hands or instruments. In many cases puerperal infection 
occurs when labour is left to take a natural course, and no examination is made from 
beginning to end. Vaginal douches have no influence in preventing infection, but 
may themselves be a source of danger by carrying up secretions from the vagina into 
the uterus. Streptococci are undoubtedly sometimes present in the lochia of patients 
who have a normal puerperium, and, though saprophytes in the vagina are usually 
harmless, yet they may cause severe infection, under some circumstances. 

In the second part of his paper, Henkel gives details of three cases illustrating 
the danger in pregnancy of the co-existence of purulent inflammation in other parts 
of the body. Interruption of pregnancy and general pyemia are to be feared in 
these cases, EarDiey 


The Diagnosis of Pueperal Fever. : 

J. Verr (Gyndkologische Rundschau, 1909, Ht, 1) says: In certain cases of 
puerperal fever a more or less extensive coating is found on the vaginal walls and 
cervix. It is present, as a rule, in serious cases. 

This covering denctes one of two conditions: either a simple wound infection, or 
sloughing of injured tissue which has become infected by micro-organisms. In the 
former this coating can be swabbed away, while in the latter it remains adherent. 

The opsonic index offers no assistance in the prognosis of the disease, 

The presence of hemolytic streptococci in the vagina is always suspicious of 
infection which has already occurred, or is about to occur. 

In every patient with fever during the puerperium, the vaginal secretion is 
examined for hemolytic streptococci. If these are present, the blood is examined 
and Fromme’s test applied, and if these tests are negative, the prognosis is good, 
while a positive result denotes a serious prognosis. 

The lochial secretion from the lower part of the vagina only need be examined. 

E. Scorr CARMICHAEL. 


A Double-bodied Monster 

E, Smyrne (Brit. Med. Journ., 1909, vol. ii, p. 1680) reports: After being in 
labour four hours a coolie woman, a multipara, gave birth to a double-bodied monster, 
which presented by the vertex and lived for ten or fifteen minutes. The monster 
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represented two female children perfectly formed from the common umbilicus down- 
wards, while above this level they were completely joined in a facing position, and 
the two heads being fused into one, Frank E, Tayzor. 


The Induction of Anemia in the Lower Half of the Body in 
Midwifery. 

W. Sicwart, Berlin (Zentralb. f. Gyn., 1909, No, 7, S. 233), has noted that the 
theoretical objections to Momberg’s method of inducing anemia in the lower half of 
the body for surgical operations, by the compression of the aorta with a finger-thick 
rubber tube passed twice round the patient’s waist, have not been borne out by the 
results in practice. No injurious effect upon the abdominal viscera has been noticed 
even when the compression has been kept up for three-quarters of an hour. 
Hofbauer reported a case in which it was maintained for 75 minutes during a vaginal 
operation for myoma. Sigwart has therefore tried the method on four cases of atonic 
bleeding from the post-partum uterus, one of which he reports in detail. The method 
proved most satisfactory in all, not only was the hemorrhage arrested, but the 
uterus, stimulated by deprivation of blood, contracted firmly and remained so. The 
tube was loosened and removed after 15 minutes. He points out that after delivery 
the abdominal walls of a woman are so relaxed that the tube can be applied and 
tightened without causing any great pain. In two cases he applied it with absolute 
success, without narcosis, though the tube was so tight that here was no pulse in 
the femoral artery. The appearance of the woman is rather startling, and suggestive 
of undue roughness; with a wasp waist she seems almost cut in two, and this effect 
is heightened by the distension of the hypochondrium into which the intestines are 
pressed up. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


OBSTETRICAL AND GYNZCOLOGICAL SECTION. 


Meeting held February 11th, 1909, the President, Dr. Hersert SPENCER, in the chair. 


Dr, F. J. McCann read a short communication on a case of 


SARCOMA OF THE MESOSALPINX. 


The patient, a widow, xt.52, was extremely feeble and emaciated. Her menstrual 
periods had ceased for two years, but in October 1907, she commenced to lose blood 
from the vagina, which alternated with a yellow-green discharge. Latterly she com- 
plained of abdominal pain, swelling and sickness. She was steadily losing flesh and 
rapidly becoming more anemic. She had had three children, the youngest being aged 
26 years, and for 20 years she had been a widow. 

Her abdomen was distended and tender on palpation, but a distinct elastic tense 
tumour reaching to the level of the umbilicus could be detected rising out of the 
pelvis. The uterus, which was not enlarged, was situated in front and to the left 
of the pelvic portion of the tumour. Malignant ovarian disease was diagnosed and 
operation recommended. The tumour, when exposed, was found to be of a deep livid 
colour with omentum and intestine adhering to it, whilst the peritoneum was 
thickened and cedematous. The adhesions were separated and ligatured, and a 
quantity of blood clot was removed from the abdomen. The pedicle, which was 
narrow, was secured by separate ligature of the vessels and subsequent covering with 
peritoneum. The body of the uterus was not enlarged, and the appendages on the 
left side also appeared to be healthy. The operation was done rapidly on account 
of the feeble condition of the patient, but her further improvement was most marked. 
The wound healed well, and all the stitches were removed. Her friends were amazed 
at her rapid progress.. This, however, was short-lived, for on June 14th, sixteen 
days later, a change for the worse occurred. 

The abdomen was distended, especially on the left side, and impaired resonance 
was elicited in the left flank. She was very anemic and extremely feeble. The 
radial pulse was rapid and badly filled. The abdomen was accordingly re-opened, 
and the peritoneum found to be still more thickened and gelatinous, several veins 
requiring ligature in the abdominal wall. There were most extensive intestinal 
adhesions, which entirely prevented access to the swelling on the left side of the 
abdomen, which appeared to be composed of matted intestine. Some dark sanious 
fluid was evacuated from the peritoneal cavity. 

As complete removal of the disease was impossible, the abdomen was at once 
closed. After this operation her feebleness gradually increased and she died five 
days later. 

Permission could not be obtained to have a post mortem examination, and thus 
the opportunity of verifying what really had occurred was lost. 

The tumour when removed measured 7in, by 44in, at the widest end, and 24 in. 
in thickness. It was of an irregular ovoid shape, and consisted of two distinct 
portions. The outer or ampullary half was soft and contained blood clot, whilst the 
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inner or uterine half was firm. This portion was deeply stained with blood pigment, 
fibrous in appearance, with paler areas scattered through it. The lumen of the tube 
could be traced running across the mass. Microscopically the growth was found to 
‘consist of rounded and oat-shaped nucleated cells, invading the muscular wall of the 
tube. The blood vessels were represented by channels in the midst of the tumour 
tissue. There were no epithelial elements and no giant cells. The amount of blood 
pigment was a conspicuous feature in the sections. 

If the nature of the growth had been known at the first operation the proper 
treatment would have been to remove the uterus, tubes, ovaries and broad ligaments 
in one piece, 

The uterus, although not enlarged, might have contained new growth in its 
interior, but, if so, it must have been very small, When the tumour was first 
examined it was thought to be a primary sarcoma, commencing in the muscular wall 
of the Fallopian tube. Subsequent investigation, however, showed that the unaltered 
tube could be traced over one surface of this mass, and that the growth had, 
apparently, originated in the cellular tissue of the mesosalpinx. 


Dr, Henry Russett ANpREws read a short communication on some cases of 
OvarRIAN CysTs ASSOCIATED WITH VESICULAR MOLE. 

He gave an account of four cases that had been under his own care :—(1) A case 
in which a lutein cyst tumour with twisted pedicle was removed after the passage 
of a vesicular mole. (2) A case in which bilateral lutein cyst tumours, one with a 
twisted pedicle, were removed 17 days before the passage of a vesicular mole. (3) A 
‘case in which small bilateral ovarian cysts, both suppurating, were removed after 
the passage of a vesicular mole. (4) A case in which a small ovarian tumour was 
found, while a mole was being removed from the uterus. This tumour became smaller 
gradually, and the ovary eventually returned to its normal size. He suggested that 
small ovarian tumours found in association with vesicular mole should not be removed 
unless they showed signs of twisting of the pedicle or suppuration. He quoted two 
other recorded case in which ovarian tumours found at the time of expulsion of 
vesicular moles were noticed to become smaller and smaller, until eventually no 
enlargement of the ovaries could be made out. He gave a brief résumé of some of 
‘the recent work on the functions of the corpus luteum. 

Dr, G, F, Biacker read a paper on a case of 


Hypatipirorm witH ALBUMINURIA AND THE KIDNEY OF PREGNANCY—SUDDEN 
DeaTH FROM CaRDIAC FaILure. 
The patient, a woman, xt. 33, was admitted into University College Hospital on 
July 18th, 1908. On admission the patient was about 19 weeks pregnant, and for a 
few weeks had noticed some swelling of the eyelids and ankles, and some hemorrhage 
had occurred from the uterus. The urine contained 50 per cent, of albumin, with 
hyaline and granular casts. She was placed on a strict milk diet, and the albumin 
became much less abundant. She was found, however, to have well-marked signs of 
albuminuric retinitis. On August 17th and 19th there were severe hemorrhages from 
the uterus, and the vision was deteriorating. It was therefore decided to induce 
labour. Bougies were introduced on August 21st, and the cervix began to open up, 
but early on the morning of the 22nd the woman suddenly became collapsed, fainted, 
and died in a few minutes. A post mortem examination showed that the liver was 
somewhat enlarged, and showed cloudy and fatty changes in its cells. The kidneys 
were also a little enlarged, and the cortex a little paler than normal. The uterus 
reached nearly to the ensiform cartilage. Microscopic examination of the kidneys 
showed marked cloudy swelling and coagulation, necrosis of the epithelium of the 
‘coagulation, necrosis of the epithelium of the convoluted tubules and glomeruli. The 
ovaries were occupied by a number of cysts mainly derived from the corpora lutea, 
‘and they definitely contained an excess of lutein tissue. If we consider for a 
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moment the changes which occur in the mole and in the ovary in cases of vesicular 
degeneration of the chorion, we cannot but be struck by the marked similarity 
between them. In the mole we have an excessive proliferation of the epithelium of 
the villi with the formation of cystic spaces, no doubt due to a serous transudation, 
while in the ovary we have a marked proliferation of the cells of the corpora lutea 
with the development of cysts possibly of similar origin. Does not this similarity 
suggest that the same cause, whatever it may be, is acting in the two cases, and more 
especially when we remember that an excess of lutein tissue is found to accompany 
normal pregnancy. I do not think the hypothesis that an excess of lutein tissue plays. 
an important part in the causation of the overgrowth of the epithelium of the villi 
is by any means proved. 

The Prestpent (Dr. Herbert Spencer) said that he had long thought that a great 
deal too much importance was being given to these so-called lutein cysts. When one 
remembered the frequency with which cysts of the corpus luteum are met with both 
in the unimpregnated and the pregnant, and the large number of hydatidiform moles. 
which has been removed in the past without the subsequent development of ovarian 
tumours, be thought that lutein cysts might, in many cases, at all events, be left 
alone. 

Dr, Curusert Lockyer said that the points definitely known about these com- 
pound lutein cysts were that they were possessed of strikingly characteristic features, 
both to the naked eye and on microscopic examination; secondly, that they were 
never found excepting in association with vesicular mole and chorionepithelioma. 
The point yet to be decided was: What relationship do these ovarian and ovular 
changes bear to each other? The time had not arrived when this difficult point 
could be settled. He referred to the occasional disappearance of lutein cysts, 

Mr. J. H. Tarcertr referred to a case where he had performed a double ovario- 
tomy during pregnancy, and the tumours removed were typical lutein cysts. The 
patient subsequently miscarried and expelled a macerated foetus. On careful ex- 
amination it was found that a small portion of the placenta was mingled with the 
cysts of a vesicular mole. 

Dr. R. H. Paramore suggested that the underlying cause of the clinical signs. 
found in Dr, Blacker’s case was a mechanical one, and referred to the views of 
Ahlfeld on the causation of eclampsia, 

The following specimens were shown :— 

Dr, Hersert Spencer: A venous aneurysm as a uterine fibroid 

Mrs, Stantey Boyp: A necrobiotic fibroid. 

Dr, Victor Bonney: A modification of “de Ribes’ bag.” 

Dr. F. E, Taytor: A uterus with two interstitial fibroids: one showing red 
degeneration, the other normal. 

Dr. DrummMonD MaxweEti: Notes on a case of toxic vomiting and pregnancy, 


NORTH OF ENGLAND OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 


Meeting held at Liverpool, February 19th, 1909, Dr. J. W. Martin (Sheffield), 
President, in the chair. 


Dr. J, J. O’Hacan (Liverpool) showed a Fibromyomatous Uterus, with bilateral 
ovarian dermoid cysts, which had been removed by total hysterectomy. 

Dr. J. E. Gemmett and Dr. Letra Murray (Liverpool) showed : (1) Myxo-fibroma 
of the vagina which, on inspection, simulated a cystocele, but was felt to be a solid 
tumour of the anterior vaginal wall. It was dissected out from its attachment to 
the urethra and the base of the bladder. (2) Sarcoma of the great omentum occurring 
in a woman aged 40, who simply complained of a lump in the abdomen. It presented. 
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as a soft, solid, freely movable tumour in the left hypochondrium. It could be 
pushed into the pelvis and simulated a dislocated spleen. On opening the abdomen a 
shining, dark purple, irregularly lobulated tumour connected with the great omentum 
was found. A thick omental band attached its upper margin to the lower border of 
the stomach, two inches behind the pylorus. It was easily excised. There was no 
ascites and the other abdominal organs were normal. Microscopically it proved to 
be a large round-celled sarcoma with much hemorrhage into its substance, 


Dr. D. Lioyp Roserts (Manchester) read notes of a case of Cesarean Section, 
performed, before the onset of labour, on account of a flattened pelvis (C.V. 3in.). 
Involution of the uterus was slow, and on the eighth day symptoms of sepsis 
appeared. The uterus was explored and a large clot of blood removed. The en- 
larged uterus then diminished in size and recovery was afterwards uninterrupted, 

Dr, W. Bratz Bett thought that sufficient emphasis had never been laid upon the 
importance of dilating the cervix after the uterus had been emptied, especially in 
cases operated upon before the onset of labour. If this was done and something 
administered to cause uterine contractions—he had used pituitary extract himself— 
there should be no fear of the retention of blood clots with a possibility of subsequent 
infection. 

Mr, R. Fave t considered that inertia was very apt to occur when the section was 
performed before the onset of labour. 

Dr. A. Donatp suggested that the retention of lochia might have been due to 
sagging of an acutely anteflexed uterus. He had on several occasions seen such a 
condition about the 8th or 9th day of the puerperium. Irrigation of the cavity and 
insertion of a gauze drain was the correct treatment. 

Dr. A. W. W. Lea also laid stress on ensuring dilatation of the cervix. In cases 
operated on late in labour he always washes out the uterus and vagina immediately 
after the operation. 

Dr. A. J. Wattace always administers ergot during the operation. He also sutures 


the uterus to the abdominal wall in order to prevent the sagging which Dr. Donald 
had described. 


Dr. Lioyp Roserts, in reply, stated that ergot was administered during the 
operation, that he had followed his usual custom of passing his finger through the 
cervical canal, and that, in his opinion, the retention of blood clot was due to 
pressure of the lower uterine segment against the promontory and not to sagging of 
the uterus, which had never fully entered the pelvis until after removal of the clot. 

Dr, Lioyp Roserts also showed a Recurrent Tumour of the Vagina, enucleated 
from a woman of 48. Microscopically, it consisted chiefly of fibromyomatous tissue, 
though one part suggested sarcoma. 

Dr. J. E. Gemmett stated that, nine years previously, he had enucleated a vaginal 
growth, the size of a Jaffa orange, from the patient. Clinically he had considered 
it a sarcoma, but microscopically it had been described as a degenerating fibroid. 

Dr, G. W. Firzceratp (Manchester) showed the specimen and read notes of a 
case of Primary Carcinoma of the Vagina, occurring in a nullipara, aged 26. The 
ulcerated growth, which occupied the left fornix, was freed from below, and then 
removed, together with the uterus, by the abdominal route. The patient made a 
good recovery. 


Dr, J. E. Gemmetu considered that the microscopical section suggested an origin 
from the cervix. 

Dr. A, Donatp pointed out that the ulcerative was an unusual type of vaginal 
carcinoma ; the papillary form occurring on the posterior wall was much more common. 
He also suspected a cervical origin in this case. 

Dr. Firzcrratp agreed that the growth might possibly have arisen from the 
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stratified epithelium of the portio, but it was certainly not connected with the 
cervical canal. 


Dr, H, R. CrarKe (Manchester), in a paper on 
CAVERNOUS CONDITIONS OCCURRING IN THE UTERUS, 
pointed out that the myometrium of the infantile uterus consists of a network of 
fibromuscular tissue enclosing large cavernous spaces, which are lined with endo- 
thelium, and filled, in most of his specimens, with blood. During development arteries 
extend from the fibrous trabeculae into those spaces invaginating the venous wall, 
and producing, in the early stages, a condition which the author likened to the corpus 
cavernosum of the penis. The arteries grew more rapidly than the venous spaces, 
and so, by this process of condension, the dense condition of the adult myometrium 
was reached, and the arteries of the adult uterus came to be surrounded by venous 
spaces. The author suggested that the angeiomatous changes seen occasionally in 
uterine fibroids might possible be dependent upon this developmental process. 
The paper, which was illustrated by microscopical preparations and lantern slides 


of photomicrographs, was discussed by Dr. Btarr Bett, Dr. Luoyp Roserts, and 
Dr. A. W. W. Lea. 


Dr. replied. 
The proceedings then terminated. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION oF OBSTETRICS. 
President—E. H. Twerpy, M.D. 
Sectional Secretary—H. M.D. 


Meeting Friday, March 5th, 1909, the PRresipEntT in the chatr. 


Fisrocystic Myomatous UTERvs. 


Dr, ALFRED SmitH exhibited a large fibrocystic myomatous uterus taken from a- 
patient, thirty-eight years of age, who informed him that she never felt any in- 
convenience up to some months before her admission to hospital, when she noticed 
she was getting rather stout. She was sent to him with a provisional diagnosis of 
ovarian cyst, and the clinical features were identical with the phenomena obtained in 
that condition. On opening the abdomen he thought he had to deal with an ovarian 
cyst, but to his astonishment he found a fibromyoma which had undergone the 
degeneration seen in the specimen, giving a uniform pearly whiteness, 

The Presipent said the specimen illustrated the difficulty of gynecological 
diagnosis. A big fibrocystic tumour was indistinguishable from an ovarian cyst in a 
great number of cases. In examining by the rectum they could cccasionally feel an 
ovarian pedicle and, if it was absolutely distinguished, the diagnosis of ovarian cyst 
was made, but the absence was no proof that they were not dealing with an ovarian 
cyst. 

Dr. Sirsa, in reply, said he did not make any rectal examination, as the case 
seemed perfectly simple and straightforward. 

Urervs with Larce Cyst or GAERTNER’s Duct ATTACHED, 

Dr, Atrrep Smitu exhibited also a uterus with large cyst of Gaertner’s duct 
attached. Twelve years previously he removed what was called an ovarian cystoma 
from the other side of the patient. She afterwards complained of another enlarge- 
ment. He opened the abdomen and, when he was dissecting the cyst out from the 
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broad ligament, found that it seemed to extend right down into the vagina. When he 
separated it as far as he could he found that the uterus had no support, and he 
removed it along with the cyst. 

The Prestpent said he had operated on similar tumours, and had the greatest 
difficulty in enucleating them, as they not only went deeply into the pelvis and 
vagina, but climbed up under the peritoneum, 

OBSTETRICAL AND GYNZCOLOGICAL Reports oF THE Rotunpa Hospitat. 

The PrestpENT read the obstetrical and gynecological reports of the Rotunda 
Hospital. 

On the proposal of Dr. Atrrep Smiru, seconded by Dr. Netz, the discussion of 
the report was postponed till next meeting of the Section. 
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REVIEWS OF RECENT BOOKS. 


OPERATIONS UPON THE UTERUS, PERINEUM AND Round LicaMents. By W. J. Stewart 
McKay, M.B., Senior Surgeon, Lewisham Hospital for Women and Children, 
Sydney. London: Bailligre Tindall & Cox, 1909. Crown 4to, pp. xvii, 454. 
Figs, 148. Price 21/- net, 


Tuts book deals mainly with the “conditions of the genital organs which have their 
origin in the events of that stage in labour when the presenting part, after dilating 
the cervix, descends into the vagina, and passes on to emerge at the vulva.” 


Chapter i extends to page 107 and treats of anatomical points,—mechanism of 
lacerations, and the treatment of recent tears. The author’s anatomy, based upon that 
of Savage and Kelly, is most detailed and analytical and contains no simplifications of 
the usual teaching of anatomists. The methods advised for the treatment of recent 
tears are those in common use. Chapter ii is devoted to Lawson Tait’s perineorraphy, 
and describes in detail the “V” operation for incomplete rupture and the “H” 
operation for complete rupture of the perineum. “Relaxed vaginal outlet” forms the 
subject of Chapter iii. This condition is regarded as the result of tears “involving 
the fibres of the levator ani attached to the vagina and rectum,” and the treatment 
advised is the operation generally known as Emmet’s perineorraphy, which is 
described in great detail. The three following chapters deal with cystocele, 
rectocele and the lacerated and hypertrophied cervix, and contain full descriptions of 
ordinary anterior and posterior colporraphy with the usual operations on the cervix. 


Chapter vii deals with displacements of the uterus, which it explains in the 
manner at present current. The various displacement operations are discussed and 
compared. Alexander’s operation, ventro-suspension, ventro-fixation, and suspension 
by the round ligaments are described in detail. The author advises extending the 
scope of Alexander’s operation to cases in which the uterus and appendages are 
adherent by opening the peritoneal cavity at the internal abdominal rings. The 
adhesions are to be separated by the finger introduced at these openings. In ventro- 
suspension the sutures are introduced into the “posterior surface of the uterus 4 inch 
below a line connecting the proximal ends of the “Fallopian tubes.” In ventro- 
fixation, however, the anterior surface of the fundus is sacrificed and attached to the 
peritoneum and muscle of the anterior abdominal wall. When this is done in a 
woman of child-bearing age the author says “she must be sterilised,” though a 
patient of his own in whom the attempt at sterilization failed was delivered at full 
time without trouble. Chapter viii is headed “Curettage of the uterus.” It occupies 
110 pages and discusses all kinds of endometritis, abortion, puerperal infection and 
many other subjects amongst which perforation of the uterus by instruments is 
prominent. Chapter ix shortly describes a cervix splitting operation which the 
author uses in certain cases of dysmenorrhea. 


The 148 illustrations are nearly all full-page plates very beautifully drawn by 
Dr, Dupuy and very well reproduced. They are based on “sketches by the author” 
and upon figures from the works of Kelly, Deaver, Savage, Norris and Dickinson, 
Henle, Matthews Duncan and others. The diagrams are all worked up to resemble 
drawings from nature in the way which is now unfortunately the fashion. 
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This work strikes us as a serious attempt to enable those who have never seen 
the operations described in it to perform them in a satisfactory manner. The book 
may be most useful to those who are obliged to undertake what is known as minor 
gynecological work, but have no opportunity of learning it practically. We must 
differ with the author in one matter of technique. He recommends the use of 
silkworm gut in all plastic work and says that the patient should be anesthetised 
for the removal of the sutures. This we hold to be quite unnecessary and to expose 
the patient to needless risk and discomfort. So many forms of hardened catgut are 
now in use, that the employment of sutures that have to be removed can surely be 
avoided. W.E.F. 
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